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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


EYE 


Cowan, A.: The Relation of the Aperture of the 
Eye to Ocular Function. Am. J.Ophth., 1926, 3 s. 
ix, IQI. 

Cowan discusses certain facts which are well 
known to a few ophthalmologists but unknown to 
many. ‘The demonstration which formed the basis 
of the article was done on an optical bench. After 
calling attention to the fact that the iris is the stop 
and the pupil the stop aperture of the system, Cowan 
demonstrates that, in emmetropia, neither the size, 
the shape, nor the position of the pupil will interfere 
with distinct vision. He demonstrates that floaters 
in the vitreous are less annoying when the ametropia 
present is corrected since an opacity can be outlined 
by the patient only when it is close enough to cast 
a "geometrical shadow on the retina. 

Vircit Wescott, M.D. 


Mackenzie, G. W.: Should the Use of the Terms 
First-, Second-, and Third-Degree Nystagmus 
Be Continued? Laryngoscope, 1926, xxxvi, 325. 
The author objects to the terms “first-degree,” 
“second-degree,” and “third-degree” nystagmus 
because, on account of the extraneous variables, 
such as the action of the extrinsic muscles of the 
eye, they are not accurate. First-degree nystagmus 
is observable only when the patient looks in the 
direction in which his nystagmus occurs, while 
second-degree nystagmus is noted when he looks 
toward that side and also when he looks straight 
ahead. Nystagmus of the third degree occurs when 
he looks toward the direction in which his nystag- 
mus occurs, straight ahead, er to the opposite side. 
In Mackenzie’s opinion, the condition described 
as first-degree nystagmus of vestibular origin must 
be either an overlooked second-degree nystagmus 
of vestibular origin or one due to an extra-ocular 
eye-muscle paresis. 
For accuracy, Mackenzie therefore uses time and 
distance as indices of the intensity of the nystagmus. 
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In his formula, D represents the distance; L, the 
length of the excursion in millimeters; and N, the 
number of excursions. Then D=LXN. T repre- 
sents the time in seconds and I the index or inten- 
sity of the nystagmus. ‘The use of this formula 
eliminates uncertain extraneous factors and records 
the findings mathematically. 
Georce R. McAuuirr, M.D. 


Butler, T. H.: Thomson’s Capsular Cataract. 
Brit. J. Ophth., 1926, x, 182. 


Butler describes the findings made in cases of 
opacity of the lens capsule in children with different 
magnifications with the slit lamp. He estimates the 
incidence of the condition as 1:5,000, whereas 
Thomson gives it as 1:1,000. As several of Thom- 
son’s cases and one of Butler’s cases showed signs of 
past inflammation, Butler concludes that the forma- 
tions seen are due to persistent pupillary membrane. 

AuBreY H. Pember, M.D. 


Bagley, C. H.: Immature Cataract Operation for 
Use When Intracapsular Extraction Seems In- 
advisable. Surg., Gynec. & Obst., 1926, xlii, 698. 

Wilmer’s operative technique for pre-senile 
immature cataracts is described. ‘The usual general 
examination includes studies of the blood chemistry 
and tests for sensitivity to lens protein. Patients 
exhibiting sensitivity to lens protein are immunized. 

A culture of the conjunctival scraping is made. The 

eye is irrigated and the adjacent parts are thoroughly 

cleaned the night before the operation, early the 
following morning, and just before the operation. 

The lashes are cut. Butyn is used as a surface 

anesthetic, and just before the operation one instilla- 

tion of 4 per cent cocaine with adrenalin is given. 

One per cent procaine with adrenalin is injected 

subconjunctivally below the cornea. An iridectomy 

is done and the lens capsule massaged with a special 
instrument. 

The postoperative care is that usually given. 

The patient leaves the hospital on the ninth day. 
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Three weeks later extraction is done following the 
same preparation with the addition of an injection 
of 1 per cent procaine into the eyelids. The opera- 
tion is typical, a portion of the anterior capsule 
being removed with a capsulotome. The patient is 
discharged after from nine to fourteen days and 
returns six weeks later for refraction. 
SamueL A. Durr, M.D. 


Smith, H.: A New Technique for the Expression of 
the Cataractous Lens in Its Capsule. Arch. 
Ophth., 1926, lv, 213. 


Smith describes his original method of intra- 
capsular extraction, delivering the lens upright and 
as a tumbler. 

In the latter method, the lens is made to rotate 
about its transverse axis, the ligament being rup- 
tured first below and the lower edge of the lens pre- 
senting in the wound. A new technique has been 
developed for this operation, which is recommended 
for all but soft swollen cataracts. ‘The incision 
embraces a full 180 degrees. A smooth curved 
spatula is placed over the upper edge of the section, 
holding the cornea in its original position, with 
suflicient pressure to fix the upper edge of the lens. 
A squint hook is then placed on the sclera 4 or 5 
mm. below the limbus and pressed toward the cen- 
ter of the globe. ‘This sets up hydrostatic pressure 
within the globe, forcing the lens forward. Since 
it is held above, the lower edge advances, rupturing 
the ligament at that point. 

When this occurs, the pressure is instantly 
relaxed. ‘The posterior surface of the lens is gently 
followed up with the squint hook, pressing through 
the folded cornea. Delivery is completed by folding 
the cornea behind the lens, while pressure of the 
spoons is relaxed to avoid rupturing the capsule. 
The preservation of the ligament above is an effec- 
tive barrier to loss of vitreous. 

Smith believes that this method will replace all 
other forms of intracapsular extraction. 

SAMUEL A. Durr, M.D. 


Knapp, A.: Late Results of Intracapsular Cataract 
Extraction. Arch. Ophth., 1926, lv, 257. 


The author reports the late results in eighty-five 
of 200 cases of intracapsular extraction which were 
reported in the Archives of Ophthalmology in to15 
and 1921. Sixteen patients who died retained good 
vision up to the time of their deaths according to the 
reports of their relatives. In fifty-seven, vision was 
as good or better after operation; five of these had 
had some vitreous loss. With the slit lamp the 
vitreous could be seen in the form of a membrane, 
sometimes flat and sometimes projecting forward 
in a series of waves. When vitreous loss had oc- 
curred, this membrane was absent. Back of the 
hyaloid lay a definite gap, anterior to the limiting 
vitreous structure. The vitreous was much clearer 


than usual after capsulotomy extractions. 
Three cases showed excessive proliferations of 
the vitreous extending into the anterior chamber, 
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but these did not interfere with vision. Glaucoma 
was present in only one case and in this instance 
could not be ascribed to the operative method. In 
two cases of glaucoma with cataract in which intra- 
capsular extraction had been done the tension 
returned to normal, but in one such case the glau- 
coma remained. Detachment of the retina was not 
observed in any case. 

Postoperative detachment of the choroid always 
cleared up. Blood staining of the hyaloid was fre- 
quent after operation and often persisted for several 
months. Inflammatory reactions following opera- 
tion were infrequent, although in two complicated 
cases there were posterior synechia to the hyaloid. 
These results are much better than would be 
expected from the capsulotomy method. 

SAMUEL A. Durr, M.D. 


Todd, K. W.: A Case of Septic Focus in the Retina 
of an Apparently Healthy Boy Aged 15 Years. 
Brit. J. Ophth., 1926, x, 203. 


Todd reports the case of a boy aged 15 years who 
sought treatment for a decrease in vision in the right 
eye of a few hours’ duration. Examination revealed 
that vision in that eye was reduced to the ability to 
count fingers at 3 ft. A fundus examination made the 
day after the patient entered the hospital showed a 
condition resembling thrombosis of the central vein, 
but there were no peripheral haemorrhages. ‘The only 
cause suggested was acute rhinitis which had devel- 
oped one week previously. 

In ten days, vision improved to °/g, but three 
months later examination showed the beginning of 
secondary optic atrophy. 

In a review of the literature on primary throm- 
bosis, Moore found that the youngest patient was 30 
years of age. 

Todd’s article contains an 
fundus in the case reported. 

AuBrey H. Pemper, M.D. 


illustration of the 


Friedenwald, H., and Friedenwald, J. S.: Globular 
Masses on the Pupillary Margin in Acute Cir- 
cumscribed Chorioretinitis: A Clinical and 
Pathological Study. Arch. Ophth., 1926, lv, 113. 


In the absence of any definite lesion in the cornea 
or iris the presence of keratitis punctata turbidity of 
the aqueous and of globules on the pupillary margin 
may be taken as an indication of posterior uveitis. 

When no lesion can be found in the choroid in 
these cases by ophthalmoscopy or investigation of 
the visual field, it is justifiable to assume the pres- 
ence of an exudative lesion in the anterior part of the 
choroid or ciliary body. 

The pathological findings in the case studied by 
the authors clearly indicate that keratitis punctata 
and globules on the pupil margin, etc., may occur in 
choroiditis at the posterior pole and that it is not 
necessary to assume the concomitant presence of 
cyclitis or iritis. This statement is made on the basis 
of a thorough study of the ciliary region of the eye 
in serial sections. 
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Keratitis punctata pupillary globules, vitreous 
opacities, and perivascular stripes in the retina such 
as are seen in cases of uveitis do not indicate a spe- 
cific lesion of the tissues mentioned, but should be 
looked upon as signs denoting the paths taken by 
wandering cells toward and from a circumscribed 
inflammatory lesion which may be located at almost 
any point within the eye. They are part of the reac- 
tion of the eyeball as a whole to a subacute inflam- 
matory lesion within it, just as hypopyon and 
beginning acute endophthalmitis represent the 
reactions of the eyeball as a whole to a localized 
purulent lesion within it. 

In some cases, globular masses similar to those 
found on the posterior surface of the cornea and on 
the pupillary margin of the iris can be seen hanging 
on the fibers of the vitreous. Fuchs has observed 
these in microscopic sections. 

The pathology of chorioretinitis adjoining the 
optic papilla is described. ‘The findings include an 
organizing chronic inflammatory mass in the choroid 
with necrosis of the choriocapillaris and the overlying 
retina; ascending optic neuritis; and wandering cells 
on the surface of the retina, in the vitreous, on the sur- 
face of the ciliary body without underlying inflam- 
mation, on the back, pupillary margin, and anterior 
surface of the iris, and in the sheaths of vessels in the 
iris root, ciliary body, and sclera connecting with the 
canal of Schlemm. L. L. McCoy, M.D. 


Lerner, M. L.: Coloboma of the Optic Nerve. Am. 
J. Ophth., 1926, 3 s. ix, 241. 

This article is the report of a case presenting most 
of the characteristics of coloboma of the optic nerve 
head. It is illustrated by a plate. The eye was very 
small and had always been blind. The author dis- 
cusses the various theories as to the pathogenesis of 
such defects. Tuomas D. ALLEN, M.D. 


EAR 


Pohlman, A. G., and Kranz, F. W.: The Influence 
of Partial and Complete Occlusion of the 
External Auditory Canals on Air and. Bone 
Transmitted Sound. Ann. Otol., Rhinol. & 
Laryngol., 1926, Xxxv, 113. 

The investigations reported in this article were 
undertaken to determine, first, the effect of complete 
occlusion on air acuity and, second, the effect of 
partial and complete occlusion on bone acuity. Five 
persons were tested for air acuity for five frequencies, 
128, 256, 512, 1024, and 2048 p.p.s. The acuity was 
determined for each ear separately by means of a 
calibrated telephone receiver with an electrical cur- 
rent at a fixed value so that the minimal audition 
was noted. The canals were then occluded with 
dental impression wax and the tests repeated. 

It was found that for the pitch 128 p.p.s. to be 
heard through the plug, fourteen and one-half times 
the intensity was needed. For the pitch 256 p.p.s., 
it was necessary to increase the intensity forty times; 
for the pitch 512 p.p.s., to increase it one hundred 
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and ninety times; for the pitch 1024 p.p.s., to 
increase it three hundred and thirty-three times; and 
for the pitch 2048 p.p.s., to increase it ten thousand 
times. 

In the second series of experiments the bone 
activating receiver was placed on the forehead, and 
with an electrical current the reading was obtained 
for minimal audition, first with the ears open, then 
with the canals partially occluded, and then with the 
canals completely occluded. Partial occlusion was 
obtained by sealing into each canal with dental wax 
a glass tube 2.5 c.cm. long and 4 mm. in diameter. 
Complete occlusion was obtained by plugging the 
ends of the tube with plastocene. 

The effect of partial occlusion is not marked at 128 
p.p.s., but increases up to 512 p.p.s., drops off slightly 
at 1024 p.p.s., and is absent at 2048 p.p.s. The 
advantage of complete occlusion over partial occlu- 
sion is not so pronounced at 128 p.p.s., and gradually 
drops off to become practically negligible at 1024 and 
2048 p.p.s. GrorGE R. McAutirer, M.D. 


Nager, F. R.: The Pathology of Deaf-Mutism. 
Laryngosto pe, 1920, XXXvi, 313. 

Acquired deaf-mutism is the result chiefly of 
inflammatory processes in the labyrinth from men- 
ingitic, tympanic, or hamatogenic causes. Men- 
ingitic labyrinthitis may follow epidemic cerebro- 
spinal meningitis, scarlet fever, measles, parotitis, 
typhoid. and hereditary syphilis. In such cases there 
is a new bone and connective tissue formation which 
sometimes may result in complete obliteration of the 
labyrinth cavities and absence of Corti’s organ, the 
cells of the membrana tectoria, spinal ganglion, and 
nerve fibers. Skull injuries, intrapartum or post- 
partum, are the cause of acquired deaf-mutism only 
in the minority of cases. TYympanic labyrinthitis 
results from middle ear suppuration following scarlet 
fever, measles, etc. Histological examination dis- 
closes very extensive destruction even up to oblitera- 
tion of the labyrinth and a cholesteatoma. 

Endemic congenital deaf-mutism as seen in 
Switzerland is one of the signs of endemic cretinic 
degeneration. In this condition the pathological 
change affects the medial tympanic wall, causing 
marked hyperostosis of the promontory with a nar- 
rowing of the window niches and adhesions of the 
deformed stapes. In the cochlea there is a small 
hyaline body embedded between Corti’s organ and 
the membrana tectoria. Except for the presence of 
this growth, the organ of Corti and the nerve fibers 
may be normal. 

Cases of sporadic deaf-mutism the author classi- 
fies into three groups. In Group A are cases with 
complete absence of the labyrinth and pyramid. 
These are rare. In Group B are cases with slighter 
changes in the labyrinth confined to the neuro 
epithelium of the scala media of the cochlea. To 
Group C belong cases with sacculocochlear degen- 
eration. These constitute 70 per cent of the cases of 
sporadic congenital deaf-mutism with remnants of 
hearing. Grorce R. McAutter, M.D. 
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Fletcher, H.: New Methods and Apparatus for 
Testing Hearing. An. Olol., Rhinol. & Laryngol., 
1926, XXxv, 105. 

During the past few years greater interest has been 
taken in new methods and apparatus for the testing 
of hearing. ‘The author describes the new apparatus 
and compares their use with the older tests. 

The kinds of hearing tests requiring classification 
are industrial, educational, clinical, and research. 
The author believes it is highly desirable that the 
degree of hearing be represented by a single scale for 
all methods. 

Before describing the apparatus that has been 
developed for making hearing tests for these various 
purposes, Fletcher describes the scale of hearing 
which is now being used by a number of otologists 
and may be employed for all purposes. 

The scale is the one used on the audiometers man- 
ufactured by the Western Electric Company. Hear- 
ing loss is indicated accurately by the equation 


I ‘ ‘ var 
H. L. = 10 log Io’ I and Io being the intensities 


necessary for the sound to be just audible to the 
person tested and to normal hearing. It is desirable, 
however, to express the findings in terms of sensation 
units by a factor K which varies with the type of 
sound used in the test. For speech, this factor is 
0.83; for the test tone of the 3-A audiometer, 1.0; and 
for the watch tick, coin click, or acoumeter, 1.5. For 
example, if a test indicates that the hearing is 50 
units down from the normal, the percentage hearing 
loss is fifty times 0.83, or 41.5 per cent. 

With tuning forks, hearing loss is equal to a con- 
stant designated by A and called the “damping 
constant,” multiplied by the difference in time, /,, 
for the normal ear, and ¢ for the ear being tested. 
The damping factor of the fork should be furnished 
by the manufacturer. 

For speech tests there has been devised a phono- 
graph type of audiometer giving different intensities 
from which hearing loss can be read from a master 
sheet. This may be used also as an auxiliary to 
either a 1-A, a 2-A, or a 3-A audiometer. The 3-A 
audiometer, designed for a quick test of the general 
hearing level, reads directly either in sensation units 
or loss percentage, and is of value particularly for 
schools for the deaf. The 2-A audiometer, designed 
for general practice, is valuable because of its sim- 
plicity and convenience of operation. ‘The 1-A type 
has a greater range frequency and intensity. 

Georce R. McAutirr, M.D. 


Grier, G. W.: The Treatment of Intra-Oral Carci- 
noma by Contact Application of Radium. Am. 
J. Roentgenol., 1926, xv, 201. 

Simpson, F. E., and Flesher, R. E.: Radium 
Emanation in the Treatment of Cancer of the 
Tongue and Other Parts of the Oral Cavity. 
Am. J. Roentgenol., 1926, xv, 204 


Schreiner, B. F., and. Brown, Hl. F. R.: An Investi- 
gation of the Results Obtained in Cancer 
of the Tongue Treated by Radium and the 
Roentgen Rays. 


Am. J. Roentgenol., 1926, xv, 207. 
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Lenz, M.: Curie Therapy of Epidermoid Carci- 
noma of the Intra-Oral Group as Carried Out 
at the Radium Institute, Paris. Am. J. Roent- 
genol., 1926, Xv, 210. 

GRIER states that as intra-oral epithelioma grows 
rapidly and involves other structures early, metas- 
tasizes early, resists irradiation, is moist with 
infected fluids, and is shut off from light and air, its 
treatment is difficult and its prognosis much less 
favorable than that of similar lesions on the skin 
surface. 

Two points to be kept in mind in the treatment of 
these malignant lesions are that metastasis in lymph 
nodes is a most serious complication and that metas- 
tasis is promoted by trauma to the primary lesion. 
To prevent cervical metastasis, Grier recommends 
thorough roentgen-ray irradiation of both sides of 
the neck before treatment of the primary lesion. 
Block dissection is an alternative treatment unless 
the glands are large. 

A radium pack may be used instead of roentgen- 
ray therapy. A few days are allowed to elapse 
between the irradiation of the neck and the treat- 
ment of the primary lesion. Grier recommends the 
contact application of well-filtered radium to the 
surface of the primary lesion whenever possible. He 
believes that filters removing all but the gamma rays 
reach the depth of the lesion and give better results 
than can be obtained by the use of beta-ray treat- 
ment and without the danger of dissemination 
incident to interstitial irradiation. Twenty-five- 
milligram tubes screened with brass and covered 
with rubber tubing, laid side by side on a lead foil, 
are placed against the lesion for fifteen hours. The 
tubes are sufficient in number to cover the lesion. 
The lead foil is long enough and so shaped that it 
can be bent around outside the mouth, firmly 
fastened to the cheek or face externally, and held 
well in place during the exposure. 

The reaction, which is rather painful, lasts for 
from four to six weeks. Except for areas missed, a 
second irradiation is usually not necessary. Grier 
believes that if such an application will not destroy 
the lesion locally, irradiation cannot accomplish 
local destruction. Such applications are not appli- 
cable to lesions of the tongue or tonsillar region. ‘The 
advantages of this method are the absence of slough- 
ing and the lessened danger of exciting metastasis. 
In Grier’s opinion, contact application offers as good 
a prognosis as any other method. 

SIMPSON and FLESCHER advocate the implantation 
of bare emanation tubes of from 0.5 to 1.0 mc. and 
the application of from 500 to 1,000 me. to the sur- 
face of the lesion. ‘They have obtained better 
results with this method than with the use of 
radium-element needles, surface applications, and 
other procedures. Preliminary irradiation with the 
contact application of from 500 to 1,000 me. is 
always done to lessen the danger of dissemination. 
Local anesthesia suffices for the insertion of the 
bare tubes. One is inserted for each centimeter of 
lesion. 














SURGERY OF THE HEAD AND NECK 


When the lesion is on the palate, the mucous 
membrane of the jaw, or the buccal membrane, 
surface irradiation is often employed alone since the 
implantation of bare tubes near bony structures 
often results in sequestrum formation. In the pre- 
liminary contact irradiation an average of 740 mc. 
is used with the dosage of 450 mc.-hrs. per 4 to 6 sq. 
cm., at a distance of 2 mm. 

The authors discuss the three methods of dealing 
with malignant lymph nodes of the neck as reported 
by various clinics—surgery alone, surgery and irra- 
diation, and irradiation alone. They themselves rely 
upon irradiation alone in most instances. At a 
distance of 3 cm., 700 mc.-hrs. are given to each 16 
sq. cm. of skin area, an average of 1,310 mc. of 
emanation being used as a rule. In some accessible 
glands implantation is employed. Of fifty-five 
patients so treated, 72.6 per cent are without pal- 
pable nodes and clinically well. Of sixty others, only 
11.7 per cent have palpable nodes. 

SCHREINER and BROWN report on 127 cases of 
cancer of the tongue treated at the State Institute 
for the Study of Malignant Disease at Buffalo, New 
York. Group 1 consisted of fifty cases without 
demonstrable metastases, and Group 2 of seventy- 
seven cases with demonstrable lesions in the lymph- 
bearing tissues of the tongue. Sixteen (34 per cent) 
of the forty-six patients of Group 1 who have been 
traced, and one of the seventy-seven in Group 2 are 
clinically well. 

After trying surface application with inadequate 
amounts of radium and after employing element 
needles and bare implants with a strength of from 
0.8 to 1.0 mc., the authors have adopted implants 
of from 0.3 to 0.5 mc. each. Roentgen ray or ra- 
dium packs externally supplement the implantation 
treatment. 

LENz reports on curietherapy as carried out at the 
Radium Institute in Paris. This treatment consists 
in the application of the epidermicidal dose, a dose 
which destroys the skin down to the papillary layer. 
Small amounts of radium or radon, heavily filtered, 
are applied for many days in the hope of irradiating 
all of the malignant cells during mitosis, their phase 
of greatest sensitiveness. Because deep infection 
greatly hinders the proper irradiation of tongue 
cancer, attention is given to the hygiene of the 
mouth. Ordinary cleansing clears up most infections. 

Homogeneous irradiation of suflicient intensity is 
absolutely essential in all primary and secondary 
lesions of tongue cancer. Under-irradiation results 
in the rapid growth of unsterilized portions of the 
growth, while over-irradiation results in sloughing 
and devitalization and favors serious infection. 
Hemorrhage from the infralingual artery follows 
caustic irradiation close to its walls. 

In cases of small tumors, excision is practised, and 
in lesions of the inferior maxilla excision of the jaw 
followed by surface irradiation or irradiation without 
excision is employed. For lesions of the cheek, 
tongue, and floor of the mouth, filtered interstitial 
therapy is supplemented by external irradiation at 
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a distance of 3 cm. from the skin. The needles 
employed for interstitial irradiation are 2.7 or 3.5 
cm. long and have a platinum-iridium wall 1.5 mm. 
thick. One needle containing 0.66 or 1.0 mgm. of 
radium element (or double the amount in millicuries 
if radon is used) is inserted in each cubic centimeter 
of tissue. The time of the exposure is eight days. 
From 1,500 to 3,500 mc.-hrs. are thus given accord- 
ing to the size of the lesion. 

Daily irrigations of water, salt solution, or weak 
solutions of potassium permanganate keep the mouth 
clean during the irradiation. Moulages composed of 
beeswax, paraffine, and wood pulp are employed to 
apply the external radiating agent and maintain it 
at a skin distance of 3 cm. A filter of 1 mm. of plati- 
num or 2 mm. of lead is used, and from 132 to 396 
me. hrs. of irradiation is given to each square centi- 
meter. The external irradiation also takes eight 
days. Simultaneous external and internal irradiation 
is avoided. 

One hundred and eighty-six carcinomata of the 
tongue were treated by this method. Ninety-three 
of the 174 patients traced had died, having been 
benefited only slightly or not at all. In thirty-nine of 
the remaining eighty-one cases the primary lesion 
had healed but death occurred subsequently or the 
patient is now dying of cervical metastases. Forty- 
two patients, in many of whom the condition was 
advanced, were clinically well from one to four years 
after the treatment. A. J. Larkin, M.D. 


NOSE AND SINUSES 


Skillern, S. R., Jr.: An Unusual Ethmoidal Find- 
ing. Ann. Otol., Rhinol. & Laryngol., 1926, xxxv, 71. 


The author reports a case of ethmoiditis in which a 
probe was passed through the infected nose and 
apparently between the cerebral lobes without 
causing meningitis. 

The illness began with a cold in the head which 
was followed nine days later by ptosis of the right 
eye. A Wassermann test made in one clinic was 4+ 
but at the Skillern Clinic this test was negative. 

Examination of the eyes revealed slow pupillary 
reactions, diplopia in all of the left conjugate field, 
and inability to look up. Intranasal examination 
showed polypoid degeneration of the right turbinate 
and pus coming down from the ethmoid. The X-ray 
plates suggested purulent ethmoiditis with probable 
sphenoid involvement. 

At operation, a degenerated tissue mass was 
removed with a Luc forceps from the posterior third 
of the middle turbinate. In the sounding of the 
sphenoid, the probe passed in 734 in. in the median 
fissure between the lobes of the brain. 

No complication followed the sounding. A study 
of X-ray plates showed that the probe had passed 
through a dehiscence in the posterior ethmoid cap- 
sule or through an unusually large posterior ethmoid 
foramen situated in the fovea ethmoidalis at its 
juncture with the orbital plate of the frontal and 
lesser wing of the sphenoid. 
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When the patient was discharged from the hos- 
pital after six weeks, the ptosis and diplopia had 
disappeared and the pupillary reflexes were normal. 
About a week later more of the middle turbinate 
was removed and the sphenoid ostium enlarged for 
drainage of the persistent discharge. Marked im- 
provement resulted, but eleven days later the pa- 
tient returned with an agonizing headache, and on 
the following day he died. 

Postmortem examination showed a purulent in- 
flammation of the right ethmoid, sphenoid, and 
frontal sinuses and cerebral hemorrhage. At au- 
topsy it was impossible to pass the probe as was 
done at the time of the operation because the 
original bony dehiscence had become closed over. 
There was no evidence of injury or inflammation of 
the meninges. 

In the author’s opinion, the ocular disturbances 
were secondary to a nerve toxwmia. ‘This case 
demonstrates that ptosis should not be diagnosed as 
syphilitic until sinusitis has been ruled out by a 
thorough intranasal examination by a competent 


sinusologist. Georce R. McAutirr, M.D. 
MOUTH 
Bewen, E.: The Treatment of Buccal Carcinoma 


(Die Behandlung des Buccalcarcinomes). Acta 


oto-laryngol., 1925, vil, 520. 

Buccal carcinoma is frequently the result of 
chronic irritation of the oral cavity causing leuko- 
plakia. According to Fournier, leucoplakia leads to 
malignancy in 30 per cent of the cases. Another 
etiological factor is lues. Lues and carcinoma are 
frequently found together. Poor mouth hygiene and 
alveolar pyorrhoea also play a part in the develop- 
ment of buccal malignancy. There is usually first an 
ulceration of the mucosa and later extensive infiltra- 
tion extending to the regional lymph glands. Basal- 
cell carcinoma is rare. The most common sites of 
malignant tumors in the mouth are the ascending 
ramus of the jaw, the masseter muscle; and the 
region of the buccinator muscle. Carcinoma of the 
mouth has a marked tendency to metastasize. 
The methods of treatment to be considered are the 
following: 

1. Operative treatment. Operation is associated 
with difficulties because the exposure of the oper- 
ative field is poor and healing is easily retarded by 
secondary infection. Recurrence often results from 
inoculation and metastases. Only about 15 per cent 
of patients operated upon remain without symp- 
toms for a period of three years or more. 

2. Roentgen treatment. Roentgen treatment is 
rendered difficult by the trismus which usually pre- 
vents exposure to the rays from within. Roentgen 
treatment alone gives poor results. 

3. Radium treatment. The results of radium 


treatment alone or combined with X-ray treatment 
vary with the technique used. American statistics 
show freedom from symptoms for two years or 
longer in 35 per cent of cases irradiated. In forty- 
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four cases treated with radium there was absence of 
symptoms for from four to ten years in 18 per cent. 
In these cases the radium was fixed by means of a 
plastic mass. Its application is difficult because of 
the small amount of space and the sensitiveness of 
the mouth. Difficulty is experienced also in protect- 
ing the surrounding tissues. 

4. Treatment with destructive heat. The tech- 
nique of electrocoagulation is described in detail. 
This treatment is followed by absence of symptoms 
for two yeas or longer in from 36 to 38 per cent of 
the cases. Electrocoagulation is easier than radium 
treatment, it gives immediate relief without a 
severe reaction, and is less frequently followed by 
local recurrence. Its disadvantage is the primary 
mortality. he tendency of the coagulated surfaces 
to form granulations is good and satisfactory plastic 
healing results. When there are manifest glandular 
metastases the prognosis is less favorable. Metas- 
tases are best treated by surgical extirpation fol- 
lowed by irradiation with large filtered doses of 
radium at a distance. SILBERBERG (Z). 


Muir, J.: The Technique of the Use of Removable 
Radon Seeds in Carcinoma of the Tongue. 
Ann. Surg., 19206, |xxxiil, 598. 

This article describes a new technique of radium 
therapy in lingual carcinoma which offers a prac- 
tical means of irradiating even the most inaccessible 
tongue lesions. The method consists in the implan- 
tation of removable platinum radon seeds. 

The various methods by which lingual carcinoma 
has been treated heretofore are discussed and their 
advantages and drawbacks considered. ‘The em- 
bedding of bare tubes according to Janeway’s 
method gives an even distribution of radiation but 
causes necrosis which is invariably followed by 
sloughing and may even induce fatal haemorrhage. 
If screened seeds are used, necrosis is avoided, but 
such seeds are objectionable because they must 
remain in the tongue as foreign bodies. The plati- 
num needles advocated by Regaud also obviate 
necrosis and can be removed when the radiation 
has been accomplished, but proper distribution of 
these applicators is very difficult, they cause too 
much trauma, they are difficult to immobilize, and 
they cannot be placed upon the posterior dorsal 
surface of the tongue. 

The method described in this article obviates all 
of these difficulties and retains every desirable 
feature. The seeds are completely screened with 
platinum so that necrosis and sloughing are pre- 
vented, they are easily withdrawn after an adequate 
dosage has been delivered, and they can be placed 
in any position desired—just as readily in the hither- 
to inaccessible ‘‘root” of the tongue as in more 
favorable positions. The method of approach to 
previously inaccessible lesions is shown in illus- 
trations. 

The growth is first carefully palpated and the 
number of seeds required is determined according 
to its depth and surface extent. When a seed has 
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been placed in the desired position, the attached 
thread is left protruding from the point of entry 
and cut off so as to leave just enough to be readily 
grasped with the forceps when the seed is removed. 

The treatment causes no pain and only slight 
inconvenience to the patient. When skillfully used 
under proper aseptic precautions, the technique 
offers an excellent means of solving one of the most 
vexing of clinical problems. 


PHARYNX 


Uffenorde, W.: The Complications of Acute In- 
flammations of the Throat, with Special 
Reference to the Paranharyngeal Space (Dic 
Verwicklungen der akuten Halzentzuendung; unter 
besonderer Beruecksichtigung der Beteiligung des 
Spatium parapharyngeum). 1925: Leipzig, Ka- 
bitzsch. 

Uffenorde classifies angina as: (1) acute lacunar 
angina, (2) phlegmonous angina, and (3) pseudo- 
membranous angina. Its cause is not entirely bac- 
terial. Important factors determining its severity 
and course are trauma, local chilling, and chemical 
irritation. For an understanding of the various com- 
plications a knowledge of the lymphatic supply and 
the anatomical relationships of the parapharyngeal 
space is essential. ‘The author discusses these at 
length with the aid of illustrations. 

The development of suppuration in the para- 
pharyngeal space is varied. Equally varied is the 
manner of spread and the course of the inflammatory 
process. When the condition spreads upward the 
prognosis is always unfavorable. The author reports 
cases of this type. 

Another complication is the spread of the infection 
by way of the blood stream. This may result in 
articular rheumatism, endocarditis, appendicitis, 
sepsis, or metastatic pyemia. In some cases the 
spread of the infection may occur first by way of the 
lymph stream and then enter the blood stream by 
way of thrombi in the internal jugular vein. The 
author reviews twenty-two cases of this type which 
have been reported in the literature. 

The diagnosis of the complications mentioned is 
very difficult. The author discusses various clues 
which may be of value in the differential diagnosis. 
Aside from these, only the most careful clinical 
observation will be of any help. 

Uffenorde does not wish to widen the indications 
for enucleation of the tonsils, but states that in the 
presence of the sequela mentioned only enucleation 
comes under consideration. It is contra-indicated, 
however, in cases of florid peritonsillitis. If grave 
sequel such as thrombosis or involvement of the 
parapharyngeal space, are evident, operation is all 
that remains. The general practitioner must bear 
such complications in mind and send such cases for 
operation as early as possible. 

The same pathogenic processes may lead to ero- 
sion of the carotid artery and its branches. In cases 
of infectious processes of long standing, abscesses 
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and swellings should be punctured before spontane- 
ous rupture occurs. This should be done in a hos- 
pital. Of fifty-one cases of hemorrhage reviewed by 
Newcomb, 54 per cent were fatal. In forty-one of 
these fifty-one cases peritonsillitis was present. In 
eleven cases of hemorrhage following spontaneous 
rupture of the peritonsillar abscess there were seven 
deaths; in fifteen cases of secondary hemorrhage 
after spontaneous rupture, eight deaths; in seven 
cases of hemorrhage following incision, four deaths; 
in eight cases of hamorrhage after incision, four 
deaths; and in five cases of hemorrhage in a retro- 
pharyngeal abscess, two deaths. In three cases of 
retropharyngeal abscess the condition followed 
scarlatina, and in two it was the result of gangrenous 
tonsillitis. Gertacu (Z). 


NECK 


De Quervain, F.: Some Questions in Thyroid 
Gland Physiology from the Standpoint of 
Thyroid Gland Pathology (Kinige Fragen aus der 
Schilddryesenphysiologie vom Standpunkte der 
Schilddruesenpathologie aus beurteilt). Hrgebn. d. 
Physiol., 1925, XXiv, 701. 

The investigations of De Quervain and his co- 
workers are concerned with the nature of the 
thyroid gland function, the site of its function, 
the part played by iodine and the colloid, and the 
demonstration of thyroid gland products in the 
blood. 

As regards the detoxication or neutralizing func- 
tion of the thyroid gland which is assumed by some 
investigators, De Quervain states that according to 
the findings of experiments on rats in which the 
metabolism-accelerating properties of the serum of 
exophthalmic goiter were reduced by the administra- 
tion of serum from cretins (athyroids), the blood of 
cretinism and that of exophthalmic goiter are in 
chemical opposition to each other. A clinical defi- 
ciency of function is not the same as a deficiency of 
secretion, but the result of a metabolic product that 
acts antagonistically to the secretion. The anti- 
thyroid preparations on the market cannot be used 
to test this neutralization theory. 

As regards the hormonal function of the thyroid 
gland, subsequent examinations as to the changes in 
the circulating blood resulted in no specific findings 
for hyperfunction or hypofunction. Physicochemical 
investigations confirm the findings of Kottmann, but 
confine the significance of these findings within 
narrow limits. Iodine is not the only, or even the 
chief, indicator of the “degree of activity” of the 
gland function (experiments on rats and tadpoles). 
While experiments show that iodine is a regular con- 
stituent of the blood, comparative investigations on 
the blood of the general circulation and that of the 
veins of the thyroid gland are difficult and insuffi- 
cient for the determination of the iodine metabolism 
of the thyroid gland. 

In the gland, most of the iodine, though not all of 
it, is contained in the colloid. The colloid content 
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and its quality therefore indicate the iodine content 
of the gland. It is evident that definite conclusions 
regarding function cannot be drawn from the histo- 
logical picture alone as this does not accurately 
indicate the power of the colloid. Biological investi- 
gations show a noteworthy parallelism between the 
gland substance and gland secretion, but as varying 
results were also found, a multiplicity of secretory 
products and a dysthyroidism in some form must 
be assumed. The question of a dysfunction cannot 
be answered by biological experiments which re- 
veal gross quantitative changes but not qualitative 
changes; clinical investigations also are necessary. 
STAHNKE (Z). 


Senty, E. G.: The Thyroid: Diagnosis and Treat- 
ment, Medical Considerations. J. Jowa Slate M. 
Soc., 1926, xvi, 103 

Rowan, C. J.: T he Thyroid: Surgical Considera- 
tions. J. Jowa State M. Soc., 1926, xvi, 107. 

Burcham, T. A.: The Thyroid: Radiation Con- 
siderations. J. Jowa Stale M. Soc., 1926, xvi, 110. 


Senty: In 1895 Baumann found iodine to be a 
normal constituent of the thyroid. In 1914, Kendall 
isolated an active agent, thyroxin. ‘The tissues, 
exclusive of the thyroid, contain 14 mgm. One 
milligram is utilized daily. When iodine storage in 
the thyroid falls below o.1 per cent, the gland 
enlarges. According to Plummer, the thyroid makes 
and delivers thyroxin to the body. Marine considers 
that the thyroid controls the tissue use of oxygen 
(metabolism) and that this is dependent upon the 
presence of organic iodine. 

Marine and Kimball prevent colloid goiter by 
giving 2 gm. of sodium or potassium iodide over a 
period of two weeks and repeating this treatment 
twice yearly, or giving 1 gr. of potassium iodide 
daily for thirty days and repeating this treatment 
twice yearly. Medicated chocolate candies or small 
tablets containing 10 mgm. of iodine may be given 
over ten-day periods twice a year. Lodized table salt 
is objectionable because the dosage is inaccurate and 
an over-amount may activate a quiescent adenoma. 
Ten milligrams of potassium iodide weekly during 
pregnancy will prevent physiological hypertrophy of 
the gland in the mother and goiter in the infant. 

In colloid goiter, surgery is indicated to relieve 
pressure symptoms. Non-toxic adenoma should not 
be operated upon except for pressure symptoms or 
toxic or other changes. lodine therapy is also to be 
avoided in cases of adenoma, as it is likely to induce 
hyperthyroidism. In cases of toxic adenoma, pre- 
operative medical preparation followed by enucle- 
ation or thyroidectomy effects a cure in from 80 to 
85 percent. In mild cases of exophthalmic goiter, to 
minims of Lugol’s solution daily and in severe cases 
three times a day will decrease the basal metabolic 
rate from 20 to 25 per cent and cause a corresponding 
improvement in the general condition. When no 
improvement results. surgery is indicated. The dos- 


age should be doubled the day before. the day of, 
and the day after operation. 


Pre-operative medical 
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care calls for rest in bed, a high-calorie diet, and 
saturation with fluids. Prolonged experience will be 
required to decide the vaiue of Lugol’s solution in 
the medical treatment. X-ray and radium irradia- 
tion is inadvisable because of the associated danger 
of burns, telangiectases, exacerbation of symptoms, 
myxcedema from destruction of the gland, and 
increased difficulty in subsequent surgical removal. 
Scientific neglect is dangerous. 

Rowan: The non-surgical conditions of the thy- 
roid gland are adolescent and other colloid goiters 
not producing obstruction, small non-toxic ade- 
nomata, and exophthalmic goiters that respond to 
medical therapy or render the patient too ill for 
operation. Surgical goiters include those with malig- 
nancy or inflammation, colloid goiters, adenomata 
producing obstruction or pressure, toxic adenomata 
which do not render the patient too ill for operation, 
and exophthalmic goiters which recur after, or do 
not respond to, medical therapy. Exophthalmic 
goiter should never be operated upon during the 
acute stage or an exacerbation. A high metabolic 
rate renders surgery dangerous. Iodine treatment 
greatly helps in the pre-operative preparation of 
cases of exophthalmic goiter but not in that of cases 
of severely toxic adenoma. The best operation is 
subtotal thyroidectomy. 

Burcuam: A survey of the numerous methods of 
treatment—scientific neglect, rest, medication, irra- 
diation, and surgery—shows that the treatment 
of hyperthyroidism is still unsatisfactory. Under 
almost any treatment some patients are benefited 
and others die or continue to have cycles of increased 
and lowered metabolic rate. X-ray therapy has been 
proved worthy of more extended use, and its results 
will improve as radiologists gain experience in the 
management of hyperthyroidism ard more accurate 
dosage becomes possible with better apparatus and 
technique. Patients with mild symptoms of hyper- 
thyroidism and a basal metabolic rate not over 35 
are greatly benefited by X-ray treatment. 

Extremely acute, toxic, and fulminating types of 
hyperthyroidism require more radical measures. In 
many cases X-ray therapy should be given first and 
operation performed only if it fails. A number of 
cases will be cured by the X-ray. X-ray treatment 
has no mortality, and in cases subjected to it no 
more serious damage is expected from the delay of 
operation than occurs during rest or medical therapy. 
Both sides of the gland and the thymus should Le 
radiated. The larynx should be protected to prevent 
cricoid cartilage and speech disturbances. Burcham 
uses 130 kilowatts, 5 ma., 5 mm. of aluminum and 
sole leather filter, 10-in. distance, and seven minutes 
on each of the areas at three-week intervals. The 
number of treatments depends upon the metabolic 
rate which is determined every three weeks after the 
first treatment. If the rate shows a decided reduc- 
tion, the intervals of treatment are increased after 
the third radiation. 

X-ray therapy is followed by a decrease in the 
nervous symptoms, an increase in the body weight, 
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and a steady decline in the pulse and basal metabolic 
rates. As a rule, from five to seven treatments at 
varying intervals are required before complete recov- 
ery occurs. If no improvement or no decline in the 
metabolic rate occurs or if only the symptoms are 
improved and after the first three treatments, X-ray 
therapy should be discontinued. The prevention of 
hypothyroidism from reduction of the gland function 
is controlled by determinations of the metabolic 
rate. The X-ray renders operation less difficult 
because it decreases vascularity. 
Watter C. Burkert, M.D. 


Hartsock, C. L.: Iodized Salt in the Prevention of 
Goiter: Is It a Safe Measure for General Use? 
J. Am. M. Ass., 1926, Ixxxvi, 1334. 


Hartsock states that when iodine is administered 
in ro-mgm. doses to children under the age of 
puberty, it is a very effective preventive of simple 
goiter. In the cases of adults, its continuous use over 
long periods of times is contra-indicated, and when 
it is given periodically, frequent determinations of 
the pulse and the weight should be made. Adults 
with fetal adenoma should never be given iodine. 

In cases of large colloid goiter in adults, iodine 
sometimes has a remarkably beneficial effect and 
may be tried. Extreme caution is necessary, how- 
ever, since after improvement for one week ful- 
minating hyperthyroidism may develop. Iodine 
should not be administered to a patient who has 
recovered after a thyroidectomy unless hyperthy- 
roidism is present. Even under such circumstances, 
thyroid extract is usually more satisfactory. It 
may be given in small doses to the pregnant woman 
to prevent goiter in the fetus; the best form is the 
chocolate tablet of to mgm. Great care must be 
used also in such cases as the thyroid gland is in a 
very unstable condition during pregnancy and 
iodine may cause it to become hyperactive. 

Artuur L. SHREFFLER, M.D. 


Lahey, F. H.: Indications for the Surgical Treat- 
ment of Goiter. Radiology, 1926 vi, 368. 


Lahey emphasizes that the most important factor 
in the treatment of goiter is the diagnosis. There is 
no clinical circumstance in which it is so readily 
possible to go astray as in the diagnosis of the 
presence or absence of thyroid toxicity. In some 
cases this condition may be very apparent, while in 
borderline thyroidism associated with neurosis its 
recognition may tax the clinical resources of the 
most experienced observers. 

The author discusses the indications for the sur- 
gical treatment in colloid goiter, adenomatous gbiter, 
multiple and single cysts of the thyroid, malignant 
goiter, lingual goiter and toxic goiter. 

Lahey believes that in clinics dealing with thyroid 
cases in large numbers, every nodular goiter should 
be carefully X-rayed for the possible presence of an 
intrathoracic mass, but he states that in several 
instances in which he was unable to demonstrate an 
intrathoracic mass by X-ray examination he found 
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such a mass at operation. This, he believes, is one 
of the distinct advantages of an operative procedure 
on the thyroid for other indications, such as toxicity. 
All intrathoracic goiters should be removed. 
STANLEY J. Seecer, M.D. 


Hamilton, B. E.: Observations on the Diagnosis of 
Thyroid Toxicity and the Clinical Use of the 
Basal Metabolism Test: The Thyroid Heart. 
Radiology, 1926, vi, 372. 


The diagnosis of thyroid toxicity requires expe- 
rience in differentiating the condition, particularly 
from neurocirculatory asthenia, carefully conducted 
metabolism determinations, familiarity with the dan- 
ger signs, and the recognition of the usual compli- 
cations, particularly cardiac disturbances. 

Because of the difficulties in the diagnosis, the 
elaborate special treatment required for the com- 
plications, and the occasional alarming sudden 
changes in the patient’s condition, these cases can- 
not be well managed by a physician who sees the 
condition only occasionally. 

In a review of the histories of cases operated 
upon in Lahey’s Clinic, Hamilton found that most 
of the patients submitted to surgery only after they 
had tried every other treatment suggested and had 
failed to be relieved. The safety and prompt bene- 
ficial effect of surgical measures in such cases were 
surprising. Particularly in thyroid cases with 
cardiac complications, the results of surgical treat- 
ment have been far superior to those of medica] 
treatment. STANLEY J. SEEGER, M.D. 


Fraser, F. R., and Dunhill, T. P.: Exophthalmic 
Goiter. Glasgow, M. J., 1926, n.s., xxiii, 321. 


The authors classify exophthalmic goiter into 
primary Graves’ disease (the diffusely enlarged 
vascular goiter with hyperplastic changes) and 
secondary Graves’ disease (which includes the toxic 
adenoma of Plummer and goiters which follow 
simple goiter). 

Primary Graves’ disease runs a fairly definite 
course to spontaneous recovery, whereas secondary 
Graves’ disease frequently results in serious cardio- 
vascular disturbances. 

lodine causes a remission, but not a cure. In 
secondary Graves’ disease operation is indicated 
principally to remove the danger of cardiovascular 
disturbances, such as auricular fibrillation. In 815 
cases reviewed by the authors the operative mor- 
tality was 2.7 per cent. 

Artuur L. Surerrter, M.D. 


Sanger, B. J.: Exophthalmic Goiter: A Follow-Up 
Study of Cases Treated with the Roentgen 
Ray. Arch. Int. Med., 1926, xxxvii, 627. 

This article reports the results obtained in fifty 
cases of exophtalmic goiter treated with the roentgen 
ray. After an average of ten treatments with a dos- 
age of 90 kv., a 16-in. target skin distance, 5 ma. 
for twelve minutes, and a 3-mm. aluminum filter, 
82 per cent of the patients were well, 6 per cent 
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were benefited, and 8 per cent required operation. 
Four per cent could not be traced. 

Sanger states that X-ray treatment is very popu- 
lar in the large clinics as it is a simpler, less hazard- 
ous, and more accurately controlled procedure 
than surgery and offers an equally good prognosis. 

ArtTHUR L, SHREFFLER, M.D. 


Hayes, M. R. J.: A Study of the X-Ray: Treatment 
of Cases of Graves’ Disease. Jrish J. M. Sc., 
1926, p. 204. 

Wheeler, Sir W. I. DeC.: Observations on the Sur- 
gical ‘Treatment of Graves’ Disease. Jrish J. 
M. Sc., 1926, p. 216. 

Hayes reviewed the results of radiotherapy in 100 
cases of Graves’ disease treated in a period of fifteen 
years. Sixty-two of the patients were completely 
cured and enabled to follow their usual occupations, 
fourteen were benefited, and sixteen abandoned the 
treatment for various reasons. ‘The ultimate results 
in eight cases are unknown. 

X-ray treatment was given daily or on alternate 
days for a period of three weeks, and after an inter- 
val of a month it was repeated. Two or three series 
of applications were usually suflicient. Hayes states 
that X-ray treatment gives just as high a percentage 
of permanent cures as the best surgical treatment 
and as it has no mortality patients will submit to it 
more readily. 

WHEELER calls attention to the fact that in the 
last fifteen years the mortality of goiter surgery has 
been reduced from 4.5 per cent to from 1 to 3.5 
per cent. The present mortality of 3.5 per cent is 
that of toxic adenoma. 

He reminds us that Graves’ disease is a disease of 
cycles, in which the stage of development is fol- 
lowed by a stage of maximum intensity and this by 
retrogression and remission. During the quiescent 
period, operation is comparatively safe. In the 
preparation of the patient for operation, Lugol’s 
solution is of great aid. 

Artuur L. SHrerrLrer, M.D. 


Fraser, F. R.: General Management of Cases of 
Exophthalmic Goiter. Brit. M1. J., 1926, i, 555. 

Dunhill, T. P.: Surgical Treatment of Exophthal- 
mic Goiter. Brit. M.J., 1926, i, 557. 

Rogers, L.: The Treatment of Graves’ Disease by 
Ligation. Brit. M.J., 1926, i, 561. 


FRASER discusses the improvement in the results 
obtained in exophthalmic goiter from the use of 
iodine, the recognition of cardiac symptoms depend- 
ent upon the goiter, and recourse to surgery with 
proper selection and preparation of the patients for 
the operation. He classifies the disease as “ primary 
Graves’ disease” and ‘‘secondary Graves’ disease.”’ 
In the former the gland shows great activity of the 
secreting cells without colloid storage, and in the 
latter, similar but smaller areas of localized activity 
with colloid storage and fibrosis. 

The cause has not been determined but the condi- 
tion is known to be favored by puberty, pregnancy, 





the puerperium, the menopause, focal infections, and 
mental stress. 

In the treatment, physical and mental rest is most 
important. Fraser gives in milk 15 minims of a ro 
per cent solution of iodine in 95 per cent alcohol. As 
the general metabolism is raised, the diet should be 
liberal. All foci of infection should be removed. 
Operation should be considered if, under good condi- 
tions, satisfactory improvement does not result in 
six months. * 

Of fourteen patients with the primary type of the 
condition who were treated by operation, thirteen 
are doing their work successfully though still showing 
some signs of the disease. 

The secondary type of the disease is managed 
similarly except that iodine is less efficacious and 
surgery more clearly indicated to restore the patient 
to economic efficiency quickly and to save him from 
invalidism and early death. Of thirteen patients 
operated upon for this condition, twelve are doing 
well. 

Donnie divides his cases into the following five 
groups: 

Group t. In this group are patients in the first six 
months of Graves’ disease, who are usually benefited 
by medical treatment. If medical treatment is not 
effective, the condition becomes chronic. 

Group 2. Patients in this group do not show signs 
of heart failure and are said usually to recover in two 
or three years, regardless of the type of treatment 
given. In the author’s opinion, however, it is essen- 
tial to employ surgery to cut short the disease and 
restore the patient to economic efficiency as soon as 
possible. If such cases are not operated upon, they 
will eventually belong to Group 3. 

Group 3. The cases in this group are characterized 
by cardiac failure or severe oedema. In auricular 
fibrillation, operation is rarely indicated, but when 
oedema is present, surgery is necessary as medical 
treatment alone can rarely restore normal cardiac 
rhythm and functional efficiency. 

Group 4. This group is made up of the formes 


frustres in which operation is beneficial. The author 


emphasizes, however, that surgery is not indicated 
in every case of thyroid dystrophy. 

Group 5. These are cases with severe thyroid 
toxemia, oedema, and irregularity of heart action. 
They are best treated by surgical methods. Medical 
treatment is unsuccessful. 

Exophthalmic goiter operations can be made safe 
by the removal of all septic foci, rest in bed, iodine 
medication, mutual confidence between the patient 
and surgeon, limitation to the patient’s strength of 
the surgery that is done at one operation, co-opera- 
tion between the physician and surgeon, and proper 
anesthesia. The author uses local or nitrous oxide 
oxygen anesthesia. It is essential to remove one 
lobe of the thyroid and enough of the other to reduce 
the secretion to the minimum compatible with the 
physiological needs of the body. 

Dunhill has reduced the mortality in his cases to 
2.9 per cent by proper preliminary treatment. His 
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operative results have been excellent. He concludes 
that persons operated upon for exophthalmic goiter 
never become as normal as those without the condi- 
tion, but are nearer normal after operation than 
before, and that recovery will necessarily be gradual. 

Rocers states that while partial extirpation of an 
overactive gland in Graves’ disease is the method of 
choice, in severe cases it may be too formidable 
without gradual preliminary reduction of the thyro- 
toxicosis by ligation of the arteries. He performs 
ligation under novocain anwsthesia, tying off one or 
more vessels at intervals of from ten to thirty days. 
He ligates the inferior thyroid artery through an 
incision 1'4 in. in length made along the posterior 
border of the sternomastoid muscle just above the 
clavicle. The advantages of this location are that it 
is well away from the recurrent nerve, there is little 
danger of wounding the thyroid veins or of producing 
tetany by injury to the parathyroid branches, and 
the phrenic nerve is not harmed as it is displaced 
laterally. In ligating the superior thyroid artery it 
is best to tie off its fellow artery on the opposite side 
and to include its posterior branch in the suture. 
Quadruple ligation is rarely followed by tetany or 
myxoedema. 

From the procedures described, Rogers has 
obtained very gratifying results in severely toxic 
cases. Georce R. McAuttrr, M.D. 


Coulaud, E.: The Action of a Cytotoxic Serum on 
Carcinoma of the Thyroid (Action d’un sérum 
cytotoxique sur le cancer thyroidien). Bull. et mém. 
Soc. méd. d. hép.de Par., 1926, xiii, 276. 


Coulaud reports the results obtained by the in- 
jection of his antithyroid serum in ten cases of car- 
cinoma of the thyroid. In six cases there was some 
improvement consisting essentially in a variable 
decrease in the size of the tumor mass, relief of the 
pressure symptoms, and a gain in weight. However, 
as the condition recurred in from six weeks to four 
months after the injections were stopped no im- 
munity was conferred by the treatment. Succeed- 
ing injections were usually as effective as the first. 

In two of the cases in which the treatment was 
successful, the diagnosis of malignancy was con- 
firmed by biopsy. In a third case a resected malig- 
nant tumor recurred and serum injections which at 
first seemed to be of some benefit later became in- 
effective, the patient finally succumbing to the 
disease. In the remaining three cases with good 
results the diagnosis of malignancy was based upon 
indirect clinical evidence. 
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In four cases in which the serum injections were 
of no demonstrable benefit, the diagnosis of malig- 
nancy was confirmed by histological study after 
biopsy or excision of the tumor. The author empha- 
sizes the fact that at least three of these tumors were 
atypical and concludes that only the typical new 
growths are favorably influenced. 

In the discussion of this report, ReENAuD stated 
that in his opinion the evidence presented by 
Coulaud for the malignant character of the tumors 
in which the serum was used with success was not 
entirely convincing. LAWRENCE JacQgues, M.D. 


Bassenko, L. E.: The Basis of Treatment of Dys- 
phagia and Clinical Observations on Resection 
of the Superior Laryngeal Nerve in Tubercu-. 
losis of the Larynx (Die Grundlagen der Behand- 
lung der Dysphagia und klinische Beobachtungen 
ueber die Resektion des Nervus laryngeus superior 
bei Kehlkopftuberkulose). Vopr. tuberk., 1925, ili, 28. 

The author urges that in every case of tuberculosis 
of the larynx a qualitative diagnosis be made accord- 
ing to the following scheme: (1) the character of the 
disease—productive or exudative; (2) the form of the 
disease —infiltrative or ulcerous; (3) the localization 

internal or external; and (4) the clinical course— 
active or inactive. 

The treatment should be based on the indications 
in the particular case. In many cases the injection 
of alcohol into the main stem of the superior laryn- 
geal nerve, according to the method of Hoffmann, 
will suffice. Occasionally even the technically easier 
modification proposed by Liik—injection into the 
perineural tissue—is sufficient. Bruenings claims 
that these measures are sufficient in every case and 
denies the necessity for resection of the nerve 
according to the method of Avellis. The author 
believes that in certain cases, resection is necessary. 

Bassenko reviews twenty-seven cases. In ten, the 
resection was bilateral. The purpose of the operation 
is to relieve the dysphagia, and in the majority of 
cases this was accomplished. In one case, however, 
the patient choked after the operation and tracheot- 
omy became necessary. In another, death occurred 
from aspiration pneumonia. 

When, in the productive form of the disease, a 
protective wall of fibrous tissue has been formed 
around the disease focus, operation is contra-indi- 
cated. In the exudative forms, on the other hand, 
resection is advisable because an injection of alcohol 
might aggravate the oedema and the inflammatory 
phenomena. Koenie (2). 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Leriche, R., and Wertheimer, P.: Late Results of 
the Treatment of Traumatic Jacksonian Epi- 
lepsy (Résultats éloignés du traitement de l’épilepsie 
jaksonienne traumatique). Kev. de chir., Par., 1925, 
xliv, 641. 

The author reports eighteen cases of operation for 
traumatic jacksonian epilepsy. All of the patients 
were followed up for a number of years and some of 
them for as long as ten years. 

Experience has shown that epilepsy is never 
caused by foreign bodies in the brain or by men- 
ingeal lesions, being always due to cicatricial pro- 
liferation of neuroglia in the cortex. The condition 
is distinctly a lesion of the cortex; therefore cranio- 
plasties and replacement of lost dura by grafts of 
aponeurosis or similar substance can do no good. 

Meningeal lesions play a part in the production of 
epilepsy only indirectly by creating partitions in the 
subarachnoid space which interfere with the circu- 
lation of the cerebrospinal fluid and thus cause 
hypertension or hypotension of the fluid. 

Infection does not seem to be of much importance 
in the etiology as epilepsy occurs as frequently after 
closed wounds as after open wounds. A secondary 
lesion of some importance is a diverticulum of the 
lateral ventricle which may result in postoperative 
opening of the ventricle. The lesion leaves a depres- 
sion in the cortex, and the intraventricular pressure 
forces the wall of the ventricle into it. 

In the eighteen cases reviewed there were two 
deaths. One was due to h:emorthage into a ventricle 
which had been opened in the excision of the cor- 
tical scar. This accident is not necessarily fatal as 
in another case in which it occurred the patient 
recovered. ‘The other death resulted from suppura- 
tive encephalitis four years after the operation. ‘The 
cerebral abscess had no relation to the epilepsy. It 
was probably causd by a bone splinter left at the 
time of the first operation. 

Almost all of the sixteen patients who are living 
are doing active work. The author attributes his 
successful results more to the adjuvant treatment he 
used to modify the pressure of the cerebrospinal 
fluid than to his operative technique. With three 
exceptions, the patients were soldiers who had had 
penetrating wounds of the brain. 

Leriche states that even if the first operation was 
properly performed, the development of jacksonian 
epilepsy necessitates a second operation to remove 
the scar in the cortex. If possible, the scar should be 
excised into normal tissue since if any abnormal 
tissue is left a recurrence may develop. As a com- 
plete operation is not always possible, the adjuvant 
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treatment of the cerebrospinal fluid pressure is 


important. Keeping this pressure close to normal 
undoubtedly helps to prevent attacks of jacksonian 
epilepsy and makes the patient feel better. If there 
is hypertension, spinal fluid is withdrawn and an 
injection of 40 per cent glucose is given, whereas if 
hypotension is present distilled water is injected. 
Some of the author’s patients come back regularly 
for such injections. This treatment should be con- 
tinued indefinitely as there is always danger of a 
recurrence of the crises of jacksonian epilepsy. 

Operation should never be performed during an 
attack as it may then be fatal. The crises should be 
relieved by hypotensive or hypertensive injections 
and the operation performed later. 

Auprey G. Morcan, M.D. 


Zange and Kindler: The Diagnostic Importance of 
Cisternal Puncture and of Simultaneous Cis- 
ternal and Lumbar Puncture; The Origin, 
Diagnosis, and Clinical Importance of Sub- 
arachnoid Block, Particularly Blocking of the 
Cerebellar Ventricles (Die diagnostische Be- 
deutung des Zisternenstiches sowie des gleichzeitig 
verbundenen Zisternen und Lendenstiches; zur 
Entstehung, Diagnose und klinischen Bedeutung des 
Subarachnoidealblockes, insbesondere des Klein- 
hirnzisternenblockes). Zélschr. f. Hals-, Nasen- u. 
Ohrenhcilk., 1925, Xii, 150, 202. 

The simultaneous study of the fluid in the cerebro- 
medullary cisterna and the lumbar sac is an impor- 
tant diagnostic procedure. According to determina- 
tions made by Mueller, the depth of the cisterna 
varies more than has been assumed previously. 
Therefore the introduction of the needle to a depth 
of more than 1 cm. may be dangerous. The method 
under discussion facilitates the diagnosis of spinal 
and cerebral subarachnoidal block. It permits also 
the recognition of cisternal block. The author found 
cisternal block in nine cases. In two it was due to a 
cerebellar tumor, in one to pachymeningitis hamor- 
rhagica interna over the cerebral hemispheres, in one 
to pyocephalus interna, in three to cerebellar ab- 
scess, in one to a subdural abscess, in one to internal 
hydrocephalus, and in two to basilar meningitis. 

Cisternal block is not the result of a general 
increase in the volume of the brain, but is due to the 
fact that cerebrospinal fluid for some reason dis- 
appears from the cisterna and the spinal sac faster 
than it can be re-supplied from its source, the 
ventricles. Anatomically there is the well-known 
forcing of the cerebellum into the foramen occipitale 
magnum. The great dangers of this are recognized. 

Complete cisternal block is present when the 
puncture needle, entering the region of the cisterna, 
meets, not fluid, but soft brain tissue and the 
Queckenstedt test at the point of lumbar puncture 
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In cases of incomplete block only a 


is negative. 
small amount of fluid is evacuated and the Quecken- 
stedt test is more or less positive. Among the general 
signs of block, as has been noted by Quincke, are an 
unusual decrease of an originally high lumbar 
pressure without a corresponding consequent in- 
crease upon the removal of a relatively small amount 


of cerebrospinal fluid. Another general sign is the 
persistence of marked clinical signs of increased 
cerebral pressure when the lumbar pressure is not 
increased or has been artificially decreased. Still 
other general signs are weakness and cessation or 
complete absence of pulse variations in the lumbar 
tube. 

All forms of subarachnoid block must be ruled out 
before conclusions can be drawn as to the condition 
of the cerebral fluid from the character of the lumbar 
fluid. When an obstructing sinus thrombosis is 
present the Queckenstedt test of the lumbar fluid is 
negative when the jugular vein on the same side is 
compressed and positive when the jugular vein on 
the other side is compressed. Wrepe (Z). 


Liberson, F.: The Value and Safety of a Simplified 
Method of Pneumo-Encephalomyelography. 
Am. J. Roentgenol., 1926, xv, 231. 

The author describes a method of introducing air 
into the cerebrospinal spaces by lumbar puncture 
and the use of a closed apparatus, by which the 
cerebrospinal fluid can be replaced with air without 
causing a change in the pressure level within the 
cerebrospinal spaces during the exchange. He be- 
lieves that by this means the usual dangers associ- 
ated with the ordinary endolumbar introduction of 
air may be avoided, especially in cases of tumors of 
the posterior fossa. 

The apparatus has proved of great value also in 
the localization of cord lesions. 

Leo M. Davinorr, M.D. 


Gjertz, E., and Hellerstroem, S.: A Tumor of the 
Gasserian Ganglion (Tumeur du ganglion de 
Gasser). Acta med. Scand., 1925, |xiii, 7. 

A woman 52 years of age gave a history of pro- 
gressive loss of strength and nervousness for two 
years which had become worse during the past 
month; occasional convulsive contractions and 
twitchings in the right side of the face; and recent 
vomiting attacks without relation to meals. On her 
admission to the hospital, examination revealed 
involvement of the fifth, seventh, and eighth cranial 
nerves, a diminished corneal reflex, moderate incon- 
stant disturbance of sensation, intermittent convul- 
sions of the right side of the face, slight facial 
paralysis, and complete deafness and loss of vestib- 
ular function of the right ear. The left half of 
the tongue was smaller than the right half, and 
01 projection the tongue deviated slightly. The 
eyegrounds and lumbar spinal puncture gave no 
evidence of increised intracranial pressure. The 
Wassermann test of the blood and spinal fluid was 
negative. 


Examination six months later showed complete 
loss of the corneal reflex, more acute but incomplete 
sensory disturbances, paresthesia at the level of the 
forehead, paralysis of the muscles of mastication, 
notably increased facial paralysis, cerebellar symp- 
toms with vomiting, loss of equilibrium, adiado- 
kokinesis of both arms, especially the left, and 
astereognosis of the left hand. The pyramidal tracts 
were alfected. Patellar and ankle clonus and a 
positive Babinski reaction occurred on the left side. 
The lumbar spinal pressure remained low. The 
patient died several days after a negative operative 
exploration. 

Autopsy showed a gasserian ganglion tumor in the 
right middle and posterior cranial fossa with com 
pression of the right temporal lobe, the pons varolii, 
and the right cerebellum. ‘The solid anterior part of 
the tumor, which was the size of a nut, occupied the 
gasserian ganglion. ‘The posterior and larger portion 
was a cyst filled with a green fluid, which involved 
the auditory and facial nerves. The auditory nerve 
formed an arc across the postero-inferior surface of 
the cyst. The aqueduct of Sylvius was not com- 
pressed. : 

Histologically the tumor was a solitary pure 
neurofibroma. Ganglion tissue was scattered 
throughout its periphery, but was found chiefly in 
the anterior and posterior parts. The cyst wall 
consisted essentially of connective tissue. ‘Tumor 
cells were found in its inner layers, but were most 
numerous in the anterior wall. According to one 
theory the cells of such a tumor arise from the 
sheath of Schwann, while according to another, they 
have their origin in the connective tissue of the 
ganglion. 

I'rom the autopsy evidence the authors conclude 
that the cyst produced most of the localizing symp- 
toms. The clinical diagnosis was rendered difficult 
by the complete absence of pronounced sensory dis- 
turbance of the fifth nerve. In the majority of the 
forty cases collected from the literature, treatment 
was sought because of pain, but in a few there was no 
pain. ‘The authors’ case is distinctive also in that, 
long before motor involvement and from the time 
when insignificant sensory trigeminal disturbances 
were first noted, the vestibular and auditory nerves 
were functionless and the facial nerve was mani- 
festly affected. In the later stages, when the symp- 
toms indicated involvement of the pyramidal tracts 
and the left branches of the fifth and seventh nerves, 
the right trigeminal showed moderate motor inter- 
ference which finally became complete, but the 
sensory involvement progressed very slowly and was 
never extreme. WALter C, Burket, M.D. 


SPINAL CORD AND ITS COVERINGS 
Kamman, G. R.: The Froin Syndrome in Diversi- 
fied Spinal Lesions. Minnesota Med., 1926, ix, 173. 


The Froin syndrome, the syndrome of xantho- 
chromia and massive coagulation, consists of a yel- 
low spinal fluid which coagulates spontaneously upon 
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standing. There is a moderate pleocytosis (with 
mostly lymphocytes). Since this syndrome was first 
described by Froin in 1903, much has been written 
concerning its occurrence and causes. 

It is generally agreed that the chief causes are: (1) 
the formation of a cul-de-sac which cuts off the fluid 
below from that above and may be produced by 
inflammatory, neoplastic, or other lesions, and (2) 
engorgement of the spinal veins below the level of 
the block. There is usually compression of the 
cord. 

Xanthochromia may be found above or below the 
level of the compressing lesion. It occurs in three 
main types of cases, (1) acute, such as meningitis, 
(2) paraplegia, probably due to a pachymeningo- 
myelitis, and (3) tumors of the cord or its coverings. 
It has been produced experimentally by compressing 
the cord by subdural injections of paratiin. ‘The 
mechanism of its production is not known definitely, 
but it is probably due to a transudation of substances 
into the fluid from engorged veins in the spinal canal. 
It occurs in a wide range of diseases of the spinal 
cord. 

The author reports four cases which illustrate 
some of the types. 

Case t was typical of a spinal cord tumor present- 
ing the Nonne-Iroin syndrome below the site of the 
neoplasm. The patient was a woman 35 years old 
who had had flaccid paralysis for six months. ‘The 
sensory findings were somewhat atypical. ‘The spi- 
nal fluid was yellow and under increased pressure, 
and upon standing formed a yellow coagulum. 
There were 4 cells per cubic millimeter. The 
Wassermann test was negative, the globulin, 4+, 
and the colloid gold curve 0123344310. Operation 
revealed a glioma of the conus medullaris. 

Case 2 was an example of a spinal cord tumor pre- 
senting a complete Nonne-Froin syndrome above the 
level of the tumor. The patient was a 60-year-old 
man who had had symptoms for a year. The findings 
of examination suggested a cord tumor at the level 
of the cauda equina. The spinal fluid was a golden 
yellow and under normal pressure. It solidified in the 
tube in ten minutes. ‘The Wassermann test was 
negative, and the colloidal gold curve 0012332110. 
At operation, yellow spinal fluid was found above 
and below the tumor of the cauda equina. The 
tumor was a hard fibroma. 

Case 3 illustrated what was probably a diffuse 
syphilitic lesion of the central nervous system, prob- 
ably loculated meningitis. The patient was a man 
53 years of age. His condition began with staggering 
and facial palsy on the left side. This was followed 
by an interval of relief and then by partial hemi- 
plegia on the left side, spastic paraplegia, and pain 
in both shoulders which later ceased. Next there 
was bladder difficulty followed by spastic paraplegia 
of the lower extremities. Examination revealed cra- 
nial nerve weakness, a slight tremor of the left hand, 
slight ataxia which was more pronounced on the left 
than on the right side, absence of superficial reflexes, 
bilateral increased patellar and Achilles reflexes, and 
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a bilateral positive Babinski reaction and ankle 
clonus. 

Spinal puncture withdrew a yellow fluid under 
markedly decreased pressure which solidified in the 
test tube in three minutes. There were 25 cells per 
cubic millimeter. The globulin was 4+ and the 
colloidal gold curve 3344444433. The Wassermann 
test was negative. Under anti-syphilis treatment, 
marked improvement occurred. After a month, the 
spinal fluid was clear and did not coagulate on 
standing. The globulin was 2+, but there were 47 
cells. The Wassermann test was negative. Under 
further treatment the fluid will doubtless become 
normal. 

Case 4 is of interest because the spinal fluid was 
examined before the pressure on the cord was suffi- 
cient to produce a complete Froin syndrome and 
after a typical Froin syndrome had appeared. The 
patient was a man 66 years of age who had had 
symptoms for cight years. At first his symptoms 
were chiefly leg pains, but later there was difficulty 
in urination. The neurological examination was 
negative throughout. Spinal puncture showed a pale 
yellow, clear fluid under decreased pressure, in which 
a web appeared almost immediately. The globulin 
was 2+ and there were 837 cells. ‘The Wassermann 
test was negative. A colloidal gold test was not done 
because the quantity of fluid was insuflicient. The 
pain increased and the patient finally became 
stuporous. Pneumonia then developed. 

At a second spinal puncture done cight days after 
the first, 2 c.cm. of fluid under very greatly de- 
creased pressure was obtained. This fluid was a 
golden yellow and coagulated spontaneously. ‘The 
neurological examination was negative except for 
partial paraplegia, slight sensory changes, and 
absence of the Achilles jerks. The patient died one 
month later. Autopsy revealed a large extradural 
abscess from a questionable lumbar Pott’s disease. 

ALBERT S. Crawrorp, M.D. 


Ahlén, N.: Tumor of the Spinal Cord at the Level 
of the Fifth and Sixth Cervical Segments 
Accompanied by Atrophy of the Small Muscles 
of the Hands, Inversion of the Radial Reflex, 
and Sensory Disturbances Due to Compression ; 
Lipiodol Test; Operation (Tumeur de la moelle 
épiniére siégeant au niveau des cinquiéme et sixiéme 
segments cervicaux et s’accompagnant d’atrophie 
des petits muscles des mains, ‘d’inversion du réflexe 
du radius et de troubles sensitifs particuliers engen- 
drés par la compression; épreuve du lipiodol; inter- 
vention). Acta med. Scand., 1925, \xii, 400. 

In the autumn of 1922, the author’s patient, a girl 
18 years of age, began to have vague pain of mod- 
erate intensity in the right shoulder. In the early 
part of February, 1924, the pain began to radiate 
along the right arm and the arm thereafter grew 
gradually weaker. In April, there was marked 
atrophy of the deltoid and the small muscles of the 
hand with paresis and slight diffuse atrophy of the 
entire right arm. In July, paresis and atrophy of the 
left arm developed and was followed by spasmodic 
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paraplegia. By October, the patient was helpless 
in bed. 

On her admission to the hospital in April, 1924, 
the reflexes were normal except for positive Oppen- 
heim and Gordon reflexes, but soon those of the 
lower extremities took on a decidedly spasmodic 
character while in the arm the triceps and ulnar 
reflexes became exaggerated and the radial reflex 
became weaker. By August, the radial reflex showed 
typical inversion in the right arm, and by October 
this inversion was noted also in the left arm. 
Sensory disturbances began in May, and increased 
rapidly. A marked decrease of pain and temperature 
sense occurred on the left side, and there was a 
disturbance of deep sensation in both arms and the 
left foot although hypersthesia of the right arm 
persisted for several months. 

Repeated examinations were negative until a lipi- 
odol examination, made August 29, 1924, showed 
an obstruction at the level of the fifth cervi- 
cal segment. A tumor at the level of the fifth and 
sixth cervical segments was indicated not only 
by this examination but also by sensitiveness over 
the spinous processes of the fourth and fifth cervical 
vertebra, marked and isolated atrophy of the deltoid 
muscles on both sides and of the muscles above and 
below the spinous processes on the right side, and 
inversion of the radial reflex. 

The diagnosis was complicated, howeve1, by the 
atrophy of the small muscles of the hand which 
derive their motor fibers from the eighth cervical and 
first dorsal segments, and by an apparent facial 
paralysis which seemed to rule out spinal cord 
tumor and suggest disseminated sclerosis which is 
often accompanied by compression of the spinal 
cord. However, the apparent facial paralysis proved 
to be due to the scar of an old operation for 
nevus. 

Other cases have been reported in which there 
was atrophy of the small muscles of the hand from 
lesions of the fifth and sixth cervical segments. 
Soederbergh states that this is due to the fact that 
highly developed functions suffer changes more 
easily and quickly than those that are less developed 
and therefore the highly developed muscles of the 
hand suffer serious injury from slowly progressing 
compression of the upper spinal cord at a time when 
the other muscles of the arm show only moderate 
diffuse atrophy. 

In the author’s case, operation, performed Octo- 
ber 23, 1924, showed an extramedullary tumor just 
beneath the dura at the level of the fifth and sixth 
cervical segments. Removal of the tumor was 
followed by rapid recovery of the lost functions. 
On March 2, 1925, the patient was able to walk 
almost normally; only an insignificant contracture 
of the right leg persisted. ‘The disturbances of 
sensation had disappeared, as had also the atrophy 
of the small muscles of the hand on the left side. 
On the right side the atrophy was still present, 
involving particularly the muscles of the thenar 
eminence. Auprey G. Morcan, M.D. 
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PERIPHERAL NERVES 


Leriche, R.: Fourteen Cases of Section of the Rami 
Communicantes Arising from the Stellate 
Ganglion (Sur 14 cas de section des rameaux com- 
municants issus du ganglion étoilé). Bull. ef mém. 
Soc. nal. de chir., 1915, li, 990. 

The sympathetic chain can be attacked with the 
greatest precision in the rami communicantes. Royle 
and Hunter have emphasized the influence of rami- 
section on muscle tonus. Leriche and Wertheimer 
have attempted to show, in addition, its effects on 
pain sensation, trophic conditions of the tissues, and 
vasomotor regulation. Surgery on the sympathetics 
should be more peripheral and performed less fre- 
quently on the ganglia. The removal of ganglia is at 
times dangerous and always leaves annoying 
sequela. Excision of the stellate ganglion in patients 
with a diseased myocardium may be followed by 
death from acute pulmonary oedema (Danielopolu) 
or asystole. Removal of any cervical ganglion may 
cause persistent troubles such as resistant postoper- 
ative pain of varying location, hyperasthesia, anis- 
thesia, remote muscular atrophy, headache, hoarse- 
ness from relaxation of the cords due to loss of 
tonicity, etc. 

Leriche at Strassburg has excised fourteen supe- 
rior cervical, four stellate, and one inferior cervical 
ganglia. In 4o per cent of the cases there were post- 
operative disturbances. Ramisection causes trouble 
only exceptionally, and when it does, the disturb- 
ances are transitory and always much less marked 
than those following the excision of ganglia. 

The author has done ramisection on fourteen 
stellate ganglia. The indications are: (1) persistent 
pain occurring in the course of nervous syndromes 
(syringomyelia) or after trauma, and (2) painful 
stumps. When the pain is diffuse and resistant to 
diathermy and the usual sedatives, ramisection is 
preferable to radicotomy and _ periarterial sym- 
pathectomy. It is suitable also for posttraumatic 
physiological disturbances and traumatic reflex 
trouble due to axone reflexes. In diffuse syndromes 
with involvement of an entire limb or radiation to 
the opposite limb, it is the best surgical treat- 
ment. 

In Raynaud’s disease the arteritis is the result of 
the vasomotor disturbances which, when repeated, 
lead to gradual obliteration of the capillaries and 
arterioles of the extremities, an anatomical lesion 
created by functional trouble. Anatomical lesions 
determine the more extensive necrosis, but are them- 
selves secondary. Hence, until a specific operation 
based on the true pathological changes is devised, 
periarterial sympathectomy, which modifies the 
vasomotor factor, is the most logical procedure in 
this condition. In six cases the results were good 
although recovery was not complete. The operation 
was a partial failure in only one. In two cases there 
has been marked improvement for two years. 

In cases of Raynaud’s disease that resist peri- 
arterial sympathectomy, Leriche does a ramisection 





rather than resection of the ganglion. In one case in 
which this operation was done to supplement a peri- 
arterial sympathectomy which had decreased the 
pain and trophic disturbances but had left asphyxia, 
it failed, but in another case of unsuccessful axillary 
sympathectomy it gave excellent results. 

In three cases of scleroderma, ramisection com- 
bined with periarterial sympathectomy caused 
marked amelioration for from five to seven months. 
The skin became soft, the fingers became more 
movable, and the malaise ceased. 

To cure angina pectoris, the removal of all of the 
cervical chain as done by Jonnesco is unnecessary. 
Ablation of the superior cervical ganglion with 
section of the rami communicantes arising from the 
stellate ganglion (Danielopolu) assures a perfect 
result. In one case operated upon in this way by 
Leriche there have been no crises for eight months. 
Leriche believes that it is probably unnecessary to 
remove the ganglion, as simple section of the cervical 
chain at the superior pole of the stellate ganglion will 
interrupt cardio-aortic sensation. ‘The selection of 
the rami communicantes to be divided depends upon 
the radiating pains. If the pain is limited to the left 
arm and the first intercostal space, division of the 
rami which leave the stellate ganglion is sufficient. 
If the pain radiates to the neck, the ramisection 
should be carried higher along the cervical chain. In 
one case Leriche sectioned the second, third, and 
fourth cervical rami and, through a separate incision, 
the sixth, seventh, and eighth cervical and the first 
dorsal. In another, he divided the roots of the verte- 
bral nerve. He is as yet unable to state the minimal 
procedure suitable for every case, but considers that 
section of diverse rami communicantes combined 
with a selective neurotomy of the cervicothoracic 
chain is sufficient. 

With regard to the physiological effects of rami- 
section, Leriche and Fontaine have found that the 
blood pressure is rapidly increased (the reverse of 
the effect of periarterial sympathectomy) and in the 
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evening shows a marked decrease. The maximal 
pressure is reached between the third and eighth 
days. The changes are bilateral, active rather than 
passive, and probably due to a change in the sensory 
innervation of the vessels which controls arterial 
tonus. 

The operative approach to the cervical chain by 
an incision either anterior or posterior to the sterno- 
mastoid muscle is simple. For excision or ramisec- 
tion, Leriche prefers a 6-cm. incision between the 
two heads of the sternomastoid muscle. Upon sep- 
aration of the muscle fibers, the middle aponeurosis 
and the omohyoid muscle are revealed. The muscle 
is cut and the aponeurosis incised. The tissues are 
pushed aside with soft tampons until the inferior 
thyroid artery is exposed and well isolated. The 
thread is then passed under the branches of the 
sympathetic and under the middle ganglion. 

Leriche insists that a search for the stellate 
ganglion by following nerve branches is unnecessary 
and certain to Jead astray. The vertebral artery, the 
true guide to the stellate ganglion, is more internal 
and on a plane posterior to that of the inferior thy- 
roid artery. Retraction of the vertebral artery out- 
ward exposes the stellate ganglion which is spread 
out and somewhat horizontal. Careful isolation with 
a soft tampon exposes, on the external border of the 
ganglion, three or four rami communicantes to the 
brachial plexus. At its upper pole the ganglion 
is continuous with the cervical chain. Somewhat 
deeper lie the two roots of the vertebral nerve, 
which Leriche nearly always divides. 

The operation is done usually without bleeding or 
division of any vessel. However, in one of Leriche’s 
cases the inferior thyroid, artery was ligated and in 
another the transverse cervical artery was divided. 
Any blood staining of the tissues renders the opera- 
tion difficult. The operative field must be kept 
clean. The dissection is fine and delicate, but the 
results are generally worth the effort. 

Watter C. Burket, M.D. 
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What Every Doctor Should 
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BLoopGoop states that the patient to be examined 
for a pathological condition of the breast should be 
told not to inform the physician before the examina- 
tion which breast is affected. With the patient 
stripped to the waist, a careful inspection of the 
nipple, areola, skin, and axilla should be made in 
both the reclining and the upright positions. First 
both breasts and then one breast at a time should be 
palpated in both positions. Gentle pressure should 
be made to see if there is any discharge from the 
nipple. When this examination has been completed, 
the patient should be questioned. 

Whatever its character or intensity, pain alone is 
of no diagnostic value. The excision of a painful scar 
is justified only when nerves are caught in the scar 
or there is a definite fibroneuroma of the nerve ends. 
When the woman who feels a lump or thinks she 
feels a lump in the breast comes for examination at 
once, there is a 50 per cent chance that what she 
feels is only part of a lumpy breast, but if the lump 
she feels is a definite lump, the chances are more than 
50 per cent that exploration will not reveal a cancer. 
If a cancer is found, the chances are that the glands 
are not involved, and the probability of a cure will 
be at least 70 per cent. The chances of a five-year 
and a permanent cure are best when the duration of 
the lump is less than a month. Metastasis to the 
axillary glands means a drop in the chance for a 
five-year cure from 70 to 25, 20, or 10 per cent. 

Bloodgood had been unable to convince himself 
that X-ray treatment after operation or when the 
symptoms of metastasis are revealed has increased 
the number of permanent cures. In his opinion, 
nothing can compete with the complete operation 
performed immediately after palpation of the lump. 

There is increasing evidence that in some benign 
lumps cancer develops later. The only explanation 
for permanent cures in cases of cancer of the breast 
in which the lump has been present for three years 
or longer is that for a certain period of that time the 
lump was not malignant. 


The surgeon’s rule should be: ‘When in doubt, 
perform the complete operation.”” When a second 
lump develops in the breast following an operation 
for the removal of a lump and the pathological 
report or a restudy of the sections of the original 
tumor indicate definitely that it was a benign ade- 
noma, the chances are that the second tumor is also 
benign. On the other hand, if one breast has been 
removed for cancer and a tumor develops in the other 
breast, the chances are that the second tumor is also 
malignant. 

For reasons which Bloodgood is unable to explain, 
a discharge from the nipple antedating a tumor is 
less frequent in cases of malignant papillomatous 
cysts than in cases of benign tumors. This discharge 
is bloody or serous. A discharge from the nipple 
which is thick, granular, and grumous is associated 
with dilatation of the ducts beneath the nipple. 
Dilated ducts have no more relation to cancer than 
ducts that are not dilated. From his own studies, 
Bloodgood concludes that there is more reason to 
look upon pain as a forerunner of cancer than to 
regard a discharge from the nipple as a precancerous 
phenomenon. Women with a discharge from the 
nipple of any character should be carefully watched 
for the development of a tumor, but the indication 
for operation is the palpation of a tumor, not the 
discharge. It has been Bloodgood’s rule not to 
explore the breast for discharge from the nipple only. 
On the other hand, when an ulcer has developed on 
the nipple, cancer with metastasis to the glands may 
be present, even when a good part of the nipple is 
still intact. 

The breast affected with chronic cystic mastitis in 
any of its forms shows no more tendency to later 
malignant degeneration than any other breast. Ifa 
single tumor in a breast is found on exploration to be 
a cyst or localized area of chronic cystic mastitis and 
if, when it is cut out, further evidence of chronic 
cystic mastitis is revealed, removal of the breast is 
entirely unnecessary. Removal of the breast is 
unnecessary also when exploration of a_ benign 
encapsulated adenoma reveals evidence of chronic 
cystic mastitis in the surrounding breast. With rare 
exceptions removal of the breast alone is illogica]— 
it is too much for a benign lesion and not enough for 
a malignant lesion. If a tumor can be palpated, an 
exploration should be done; if not, the breast should 
be left alone. 

Local recurrence is a sign that the cancer was in 
the very late stages and very extensive or that the 
chest-wall dissection was incomplete. 

In former years swelling of the arm after operation 
was much more frequent than today. It was due to 
cancer blocking the lymphatics. The chief cause of 
cedema of the arm is infection of the wound pro- 
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ducing a low-grade lymphangitis, possibly associated 
with thrombophlebitis. Another important factor 
was non-use. ‘The sooner the arm is used after 
operation the better. 

The roentgen rays and radium are not specific 
cures for cancer of the breast without metastasis or 
for metastasis. The complete operation for a cancer 
of the breast offers a greater probability of a cure 
than any other known treatment. Earlier diagnosis 
and better surgery can easily explain the improve- 
ment in the percentage of five-year cures since the 
introduction of radiation. Radiation for visible 
external metastasis or local recurrence offers chiefly 
mental relief and relief of the pain. Bloodgood has 
been unable to determine whether it prolongs life. 
In bone metastasis, especially metastasis to the 
vertebr with excruciating pain due to the pressure 
on nerve roots, radiation usually relieves the pain. 
It is a rule to advise postoperative radiation by the 
X-rays in all cases in which the glands are involved 
and to urge it when the highest glands are involved. 
Bloodgood suggests that radiologists treat the entire 
spinal column as a routine procedure. 

In conclusion, Bloodgood emphasizes that no 
treatment can compete with the complete operation 
for the earliest state of a cancer lump of the breast. 
He regards it as a dangerous procedure to treat a 
lump in the breast by radiation alone and as a 
mistake to employ pre-operative radiation except in 
the distinctly late stage of cancer of the breast. It 
is a mistake also for surgeons or any member of the 
medical profession publicly to denounce radiation of 
cancer as a failure and as unjustifiable. There is no 
doubt that at the present time it has its distinct 
place in the treatment of cancer of the breast, and 
an organized effort should be made by the members 
of the medical profession to educate women to this 
fact. But there is also no doubt that the education 
of women to seek examination as soon as they feel a 
lump in the breast will have a greater influence on 
the cure of cancer than any other factor. 

Levin states that in early cancer of the breast 
radical mastectomy is the treatment of choice. In 
order to appreciate the value of pre-operative or 
postoperative radiation a clear conception must be 
obtained of the rationale of radiotherapy in cancer 
in general and the meaning of pre-operative or pro- 
phylactic postoperative radiotherapy in particular. 
The action of radium and the X-rays on malignant 
tumors is described. 

Clinical evidence proves that fully developed pri- 
mary and metastatic nodules may be destroyed by 
the aid of radiotherapy. In cases of skeletal metas- 
tases in carcinoma of the breast postoperative radio- 
therapy should be given not only over the operative 
field and chest wall, but also in the areas where 
metastases may occur, i.e., the spine, the pelvis, and 
the heads of both femora. In the early cases, pre- 
operative irradiation is not essential since there is 
no probability of operative dissemination of the 
condition. Moreover, the diagnosis is often first 


established only during the operation. In carcinoma 
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of the breast with involvement of the lymph nodes 
in the axilla radical surgery is successful in only 
about 25 per cent of the cases. These poor results 
as compared with the results obtained when the 
axilla is free from carcinoma can be explained only 
by the assumption that dissemination takes place 
before or during the course of the surgical removal 
of the carcinomatous lymph nodes in the axilla. 
That a certain percentage of these cases, be it ever 
so small, must be benefited by pre-operative irradi- 
ation is self-evident. 

In advanced cases of carcinoma of the breast in 
which there is a large metastatic tumor in the axilla 
and no distant metastases are found on X-ray exam- 
ination, Levin inserts capillaries of radium emana- 
tion into the tumor mass of the breast and into the 
mass in the axilla. 

In ulcerating tumors of the breast he inserts 
radium emanation capillaries into and around the 
ulcerated area of the tumor and follows this by the 
surface application of radium and X-ray therapy. 

In postoperative recurrences and cases with metas- 
tases into distant organs, only temporary palliative 
results may be expected from either surgery or 
radiotherapy. 

Eight cases are reported. Levin draws the follow- 
ing conclusions: 

1. Every tumor in a female breast must be con- 
sidered malignant until it is definitely proved benign. 

2. Malignancy may be present in a breast even 
when both breasts are affected by chronic cystic 
mastitis. 

3. When there is doubt as to the nature of a 
tumor a wide excision of the neoplasm should be 
done and a gross or frozen-section diagnosis made. 
If malignancy is established, a radical mastectomy 
should be performed immediately. 

4. Pre-operative or postoperative radiotherapy or 
both must be added in every case of positive malig- 
nancy in the breast. 

5. Pre-operative radiotherapy may change an 
inoperable cancer of the breast into an operable one. 

6. In inoperable ulcerated cancer of the breast 
great palliation may be given by radium insertion 
followed by mastectomy. 

7. In skeletal metastases of carcinoma of the 
breast excellent results may be obtained with the aid 
of radiotherapy. 

SoILAND concludes from an experience dating back 
to rgo1 that the X-ray is the most effective aid in the 
treatment of cancer of the breast and that radium 
must be considered as a supplemental or synergistic 
agent. He has discarded the use of implanted radon 
seeds or embedded radium needles. Theoretically, 
their employment appears to be an ideal method, but 
experience has shown that carcinoma nodules in the 
breast do not react as favorably as carcinomatous 
nodules situated elsewhere and they cause so much 
sloughing, pain, and retardation of repair that they 
are inimical to the patient’s welfare and progress. 

The external radium pack proportionately filtered 
and block is of excellent help in retarding and de- 
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stroying surface and subcutaneous nodes. When 
these are confluent and cover an extensive field, the 
roentgen rays are preferable. Care must be taken to 
avoid unnecessary over-action. 

The problem of radiation dosage is no doubt the 
most important single element in dealing with its 
clinical application. No matter how carefully a 
radiologist regulates his own apparatus and formula, 
these can be used accurately only by himself and 
each radiologist must therefore work out his own 
dosage problem. 

The technique of X-ray treatment and the 
arrangement of the apparatus and radiation room 
are described. 

Soiland admits that a complete cure follows the 
successful removal of all tissue involved by cancer 
and recommends surgery above all other treatment 
when this can be done. On the other hand he states 
that it can no longer be denied that radiation 
therapy has had a curative influence over certain 
types of cancer which is greater than that of any or 
all othér treatment heretofore employed. 

Formerly Soiland referred a patient with a pri- 
mary isolated nodule in the breast to a surgeon. 
Today, with due regard to his earlier surgical train- 
ing, he would urge upon such a patient a consistent 
course of radiation treatment. If the growth is 
benign, the radiation will prevent mutilation and 
yield a symptomatic cure. If the nodule is malig- 
nant, it will at least do no harm and will increase the 
curative value of subsequent surgical intervention. 

In cases of ulcerating or multiple cancer of the 
breast with palpable axillary nodes he exposes the 
entire chest, back, and axilla to a tolerance or deep 
erythema X-ray dose. The surgeon then removes the 
breast and remaining glands preferably with the 
cautery knife. In such cases, postoperative radiation 
should not be undertaken, until complete tissue 
repair has occurred. It has always been Soiland’s 
belief that the full pre-operative dose is of more 
value than the dose following operation, but he is 
nevertheless in favor of substantial postoperative 
irradiation. If a metastatic growth re-appears, 
radiation must be given to the limit of tolerance. 

Soiland summarizes the results in 550 cases of 
mammary neoplasms. Group 1 included early pri- 
mary cases without metastasis and late extensive or 
inoperable cases with metastasis which were treated 
by irradiation only. In Group 2 were early primary 
cases and recurrences after surgery which were 
treated by both irradiation and surgery. 

Carv R. StTemnkKe, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Schlaepfer, K.: Morphological Changes Associated 
with Partial Occlusion of the Pulmonary Veins 

of One Lung. Surg., Gynec. & Obst., 1926, xlii, 679. 
From experiments on thirteen dogs in which he 
caused varying degrees of constriction of the left 
pulmonary veins and then studied the macroscopic 
and microscopic morphological changes over varying 
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periods of time, the author draws the following 
conclusions: 

Partial occlusion of the pulmonary veins of one 
lung immediately causes marked stasis in this lung 
and hxmorrhages into the alveoli. The hamorrhages 
are more extensive when the phrenic nerve is cut. 

Dogs may die during, shortly after, or from one to 
two days after the operation reducing the size of the 
pulmonary veins, death being preceded by increas- 
ing dyspnoea, congestion, hemorrhages into the 
lung operated upon, and dilatation of the right ven- 
tricle. If the animals survive the acute effect of the 
operation, complete recovery occurs within forty- 
eight hours; in the experiments reported such ani- 
mals remained quite well throughout the period of 
observation. 

Displacement of the mediastinum toward the side 
of the operation in its thinnest portion results from 
dilatation of the lung not operated upon. The lung 
in which the veins have been reduced in size is com- 
pressed. When the chest is opened at necropsy, 
an inevitable partial collapse of the lung not operated 
upon makes .it impossible to demonstrate this 
change satisfactorily. 

Pleural adhesions are noted in the areas of great- 
est trauma during the operation, in the line of 
incision on the anterior chest wall and in the 
mediastinum near the hilus. 

These pleural adhesions form the pathway for 
the establishment of ‘new venous outlets Trom the 
congested lung into tributaries of the superior vena 
cava. Another process by which the congestion is 
decreased is dilatation of pre-existing vessels such 
as the bronchial veins and their communications 
with other veins. 

In the lung not operated upon, the dilatation of 
the blood vessels which is noted in the alveolar 
capillaries immediately after the partial occlusion of 
the pulmonary veins of the opposite lung gradually 
distends the medium-sized and larger blood vessels. 
After one year the circumference of the pulmonary 
artery of the side not subjected to operation is 
larger than that of the artery on the other side. 

Microscopic examination of the lung with the 
pulmonary veins partially occluded shows that the 
hemorrhages in the alveoli disappear but the con 
gestion remains. In the third week a proliferation 
is noted along the capillaries in the alveolar walls. 
This increases very slowly and ultimately causes a 
thickening of the alveolar walls. Connective-tissue 
growth is noted also around the larger blood vessels. 
The resulting fibrosis is irregularly distributed 
throughout the lung. Joun J. Maroney, M.D. 


Ballon, D. H.: Lipiodol in the Diagnosis of Bron- 
chopulmonary Lesions by the Bronchoscopic 
Method: Report of Fifty Cases. Arch. Olo- 
laryngol., 1926, iil, 403. 

The author characterizes as an event of far 
reaching importance to medicine the introduction 
of lipiodol in roentgenology by Sicard and Forestier 
in 1922. He reviews the earlier use of other opaque 
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substances in roentgenoscopy of the bronchial tree 
and states that lipiodol is superior to them because 
it is non-irritating, non-toxic, more viscid, and more 
readily absorbed. 

Lipiodol is an odorless, tasteless, amber yellow 
vegetable oil containing 40 per cent by weight of 
iodine and having a specific gravity greater than 
that of water. 

Ballon prefers the bronchoscopic method of 
injection as it is the safest and permits visual ex- 
amination of the field. Injection through the crico- 
thyroid membrane is associated with the danger of 
laryngeal oedema, a false passage, and local infec- 
tion. Ballon describes the technique of broncho- 
scopic injection and, to emphasize the harmlessness 
of the procedure, mentions the fact that patients 
often leave the hospital the same day. He does not 
consider fibroid tuberculosis a contra-indication to 
its use, but hesitates to employ it in the rapidly 
advancing soft type. 

The article is especially valuable because of the 
author’s observations on bronchial physiology and 
pathology and his interpretation of the plates. It 
is concluded with the following statements: 

1. Stenoses of the bronchial tree are as readily 
recognizable by this method as are those of the 
gastro-intestinal and urinary tracts. 

2. Lung abscesses, probably because they empty 
by overflow rather than by expulsion, occasionally 
remain filled with pus, in which case the X-ray 
shows a blind ending to the communicating bronchus. 

3. After the healing of a lung abscess there is 
often a slight residual bronchiectasis. 

4. The method has been found of particular 
value in the diagnosis of bronchiectasis. This is 
because the ordinary X-ray examination usually 
shows little, especially when the dilatations are 
behind the heart or below the domes of the dia- 
phragm. 

5. In cases of pulmonary tuberculosis, lipiodol 
renders valuable service to the surgeon by showing 
the extent and location of the lesions and the 
presence of associated bronchiectasis, and, post- 
operatively by giving him an accurate means of 
estimating the degree of collapse. 

6. One case of tumor of the bronchus showed 
stenosis. The diagnosis was made by biopsy. 

7. Lipiodol is especially valuable when thickened 
pleura obscures the lung lesion. 

8. For the injection of empyema cavities and 
thoracic fistule, lipiodol is far superior to Beck’s 
paste or other substances because it is absorbable 
and when a bronchial fistula is present it does not 
irritate the pulmonary tissue. 

9. Double exposures in inspiration and expira- 
tion demonstrate the respiratory movements of 
the bronchi. Movement is greatest at the base and 
least at the apex. 

10. Plates taken before and after coughing demon- 
strate that coughing scatters lipiodol throughout 
the lung and often into the opposite lung. 

Jerome R. Heap, M.D. 
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CESOPHAGUS AND MEDIASTINUM 


Sebestyén, J.: The Mechanism and Value of an 
Artificial sophagus (Ueber Mechanismus und 
Wert der kuenstlichen Speiseroehre). Deutsche 
Zischr. f. Chir., 1925, cxciii, 238. 


Because of the inaccessibility of the oesophagus 
and the poor results of oesophageal suture, the author 
advocates the substitution of an artificial oesophagus 
for the pathological tube. In ten cases of benign 
cesophageal stenosis he attempted an cesophago- 
jejunogastric anastomosis by the Roux-Lexer meth- 
od. <A successful result was obtained in eight. One 
patient died, and in another case the operation was 
interrupted by an intercurrent disease. 

The operation consists of three main stages: (1) 
the plastic formation of a tube from 6 to 8 cm. long 
from the skin of the chest, (2) exteriorization of the 
oesophagus from the left side of the chest, and (3) 
the transplantation of a portion of the jejunum for 
anastomosis with the skin tube and stomach. 

In the upper (normal oesophagus) and lowest 
(jejunal loop) portions of the new tube the food is 
advanced by peristalsis. In the middle portion and 
where it passes from the jejunum to the stomach it 
falls by the force of gravity. The first food swal- 
lowed passes twice as fast (thirty seconds) as that 
which follows. The longer the skin tube the longer 
the time necessary for swallowing. Swallowing is 
prolonged also by stagnation of the food at the point 
where it passes from the skin tube to the stomach 
(ten to twelve seconds) and by the formation of a 
diverticulum above the opening of the jejunum into 
the stomach and in the cervical oesophagus after its 
lateral (not oblique) exteriorization. They occur at 
these points because the food tends to keep its 
original direction. 

Difficulty may be experienced at the moment of 
swallowing because the food hits the oesophageal 
wall, the direction of which is changed, and is 
regurgitated. It then causes coughing because the 
epiglottis has already re-opened. After swallowing, 
difficulty may arise from the accumulation of swal- 
lowed food in the cervical oesophagus. Because of 
the absence of the cardia, gastric juice may enter the 
cesophagus and by digesting it cause fistula forma- 
tion. As the saliva is not sufficient to neutralize the 
gastric acids, the gastric contents are drained 
through the fistula several times a day and bicarbo- 
nate of soda is introduced for the pyrosis. 

Besides fistula formation, the possible complica- 
tions include cicatricial narrowing of the opening 
from the cervical oesophagus to the skin tube. This 
can be prevented by dilatation with sounds. Because 
of the absence of the cardial and oesophageal muscu- 
lature in the lower portion of the tube, vomiting 
through the artificial oesophagus is impossible. 

From the mechanical and physiological stand- 
points the author regards the results of this operation 
as of practical value, but he states that the pro- 
cedure is not simple enough for every-day surgery 
or for malignant stenoses. BANGE (Z). 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Laurell, H.: The Roentgenological Signs of Abdom- 
inal Effusion; Also a Contribution on the 
Roentgen Diagnosis of Peritonitis (Roentge- 
nologische Zeichen abdomineller Erguesse; zugleich 
ein Beitrag zur Roentgendiagnostik der Peritonitis). 
Acta radiol., 1925, v, 63. 

When gas or free fluid collects between the intes- 
tines, the latter assume, especially during a state of 
rest, a more regular cylindrical form than usual. The 
angular form assumed by the small intestine during 
a state of rest may often be observed in the roentgen 
examination of children since, in the young, the 
intestines frequently contain gas. If the rays are 
properly directed, a pathological rounding of the 
intestinal lumina and curves can be seen when free 
fluid is interposed and when the intestines contain 
gas as in ileus with free exudates or transudates. 

In cases with a slight exudate in the abdominal 
cavity which is not demonstrable clinically, the 
roentgen-rays, properly directed, reveal streaks of 
fluid between the abdominal wall and the gas- 
containing small intestines in the form of wedge- 
shaped shadows. ‘These shadows are most easily 
demonstrated in the left flank. Sometimes a row of 
such wedges of fluid are connected with a narrow 
layer of fluid lying near the abdominal wall, the 
complete shadow assuming a comb-like appearance. 
These wedge-shaped shadows are observed especially 
in cases of inflammatory exudates such as are fre- 
quently associated with extensive meteorism of the 
intestine. 

In the presence of exudates or transudates in the 
abdominal cavity, the subperitoneal layer of fat 
normally present in the flank between the intestines 
and the abdominal musculature may be more or less 
markedly infiltrated and therefore cast a denser 
shadow than usual. Its contours are then less clearly 
defined. In cases of extensive infiltration of the 
abdominal wall the shadows of the various layers of 
muscle and fat in the abdominal wall may blend 
together into a homogeneous shadow. 

Indirect signs of an inflammatory exudate in the 
abdomen include paralytic ileus, decreased mobility 
of the diaphragm, and secondary pleurisy with 
effusion. In peritonitis due to perforation, free gas 
is frequently found in the abdominal cavity. Exu- 
dates in the abdominal cavity are often followed by 
a unilateral or bilatecal pleural exudate. This may 
occur also in acute peritonitis, pancreatitis, intra- 
abdominal bleeding, tuberculous peritonitis, carci- 
nomatous peritonitis, etc. 

When an exudate such as ascitic fluid closely 
surrounds the spleen and liver or parts of these 
organs, the outlines of the organs can be seen in the 
roentgen picture only in part or not at all. 


In cases of marked ascites, a dorsal roentgenogram 
often shows that the shadow of the abdominal wall, 
which is laterally convex to an abnormal degree, 
encloses and fuses with a very dense and homo- 
geneous shadow which is cast chiefly by the exudate. 

In the examination of the intestines, it will be 
observed that the loops of the small intestine which 
are filled with the contrast material are separated 
more than is normal, and that when the amount of 
ascitic fluid is large, the small intestine does not 
extend to the abdominal walls. In the left lumbar 
region the intestine has a more marked passive 
mobility than usual; it floats in the fluid. 

In cases of extensive exudate in the abdominal 
cavity the diaphragm is high and there is a decrease 
in its mobility, the degree of which depends to some 
extent upon the nature of the exudate. In certain 
cases a flattening of the dome of the diaphragm is 
noted when the patient is in the upright position. 
This flattening, which is more or less pronounced, is 
produced by several factors and differs in degree in 
different cases. Among the factors responsible for it 
are hydrostatic pressure, relaxation of the dia- 
phragm, adhesion of the posterior and lateral por- 
tions of the costodiaphragmatic sinus, and atelec- 
tasis in the posterior part of the lungs. 

In cases of pneumoperitoneum with exudation in 
the abdominal cavity, intraperitoneal fluid levels can 
be observed. In certain forms of ascites, such as the 
ascites associated with tuberculous or with cancerous 
peritonitis, a characteristic adhesion of the great 
omentum may be noted when the patient is in dorsal 
decubitus. This finding is often interpreted as a sign 
of shrinkage, but the author calls attention to the 
fact that when the abdomen contains a considerable 
quantity of free fluid and the patient is in the upright 
position the fatty omentum must float at the surface 
of the fluid. In the presence of inflammatory 
changes, it may be fused together to form an 
omental tumor. 

Encapsulated abscesses in the abdominal cavity 
may be revealed by homogeneous shadows sur- 
rounded by intestines very full of gas. In cases of 
residual abscess in either flank the roentgenogram 
may show several of the findings already described— 
meteoric and abnormally rounded segments of 
intestine, wedges of exudate between the intestines, 
infiltration of the layers of the abdominal wall—and 
also indirect signs due to pressure causing deformity 
of the neighboring intestines. 

In certain cases, local or general meteorism of the 
intestines is the sign of a severe local or general dis- 
turbance of the circulation which decreases the 
resorption of gas from the intestines into the blood, 
the normal and most important process by which 
the gas is eliminated. In addition to this reduction 
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in the absorption capacity of the intestinal wall there 
may be a decrease in the purification of the blood in 
the lungs because of pulmonary infiltration, bron- 
chial stenoses, or atelectasis. In such cases the arte- 
rial blood in the intestine has an increased gas 
content and in its course through the intestine is 
unable to absorb gas to the same degree as under 
normal conditions. 


GASTRO-INTESTINAL TRACT 


Langenskioeld, F.: Tetany as the Cause of Gastric 
Disturbances. Acta chirurg. Scand., 1926, |x, 143. 
During a period of a few years the author has been 
able to collect six cases of idiopathic tetany in a 
region where previously that condition had been 
unknown. All of the subjects were women between 
20 and 4o years of age. Five of them presented a 
clinical picture dominated by sharp pains in the 
upper abdomen and vomiting or chronic dyspepsia. 
It is clear from an analysis of these cases and a 
review of the literature that the tetany must be 
looked upon as the primary factor and the cause of 
the abdominal condition. 

In a review of his records of other cases the author 
found among them thirty cases of nervous dyspepsia 
presenting similar symptoms. In ten of these there 
were definite signs of latent tetany (increased irri- 
tability to galvanism, the presence of the Chvostek 
sign) and in these cases also there seems to have 
been a similar relationship between the tetany and 
the abdominal condition. Although not pathogno- 
monic for tetany, there was a general irritability in 
nineteen cases. 

The findings mentioned were confirmed by a com- 
parative examination of three patients with post- 
operative tetany, thirty-three patients with different 
diseases, and thirty-four healthy persons. 

In most cases calcium was found to have a bene- 
ficial effect. 

When an operation is being considered for gastric 
ulcer, gall stones, or some other conditian in the 
upper abdomen without definite symptoms, it is 
always advisabie to examine for galvanic irritability 
in order that operation may not be performed if 
tetany is present. 


Bassler, A. Additional Roentgen-Ray Signs of 
Chronic Gastritis. Am. J. Koentgenol., 1926, xv, 
323- 

Bassler believes that there is too little regard 
today for the diagnosis of chronic gastritis. Post- 
mortem examinations and microscopic studies prove 
the condition to be a common disorder. 

A pathognomonic roentgen finding is the presence 
of numerous small indentations and bulgings (not 
more than 1 cm. deep) which are most numerous 
along the greater curvature and less numerous along 
the lesser curvature. Usually the distal two-thirds 


portion of the curvature is involved. There is a lack 
of large, active peristaltic waves, and the entire 
viscus is somewhat bag-like in appearance. 
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The author explains the fibrillary contractions by 
the assumption that the inflammatory infiltration 
blocks off the terminal filaments from the deeper 
nerve plexuses, thus interfering with the transmis- 
sion of the normal peristaltic contractions. Fibrilla- 
tion results in much the same way as it does in the 
auricles when the transmission of the normal 
impulses is blocked. © Cuartes H. Heacock, M.D. 


Delore, X., De Rougemont, J., and Creyssel, J.: 
Acute Pyloric Obstruction in the Course of 
Stenosis (De l’occlusion aigué du pylore en cours 
de sténoses). Presse méd., Par., 1925, xxxiii, 1667. 

Acute pyloric obstruction is usually preceded by 
characteristic digestive disturbances of long dura- 
tion, but occasionally may occur after only a brief 
period of symptoms. In the first stage (eight days), 
there is uncontrollable, repeated, vomiting which 
occurs day and night, interferes with digestion, and 
becomes constantly more frequent. Sometimes there 
are painful spasms which recur when fluid is taken. 
The large distended, firm stomach in the epigastrium 
may show active peristaltic waves. ‘The general 
condition is good, but medical treatment does not 
check the vomiting. At this stage operation to 
empty the stomach and cause deviation of the food 
is usually followed by recovery. 

If the condition is untreated surgically, the second 
stage, characterized by inanition, dehydration, and 
intoxication, begins during the second week. 
‘Toxemia is the most important factor. The vomit- 
ing decreases, but there is loss of strength with 
progressive deterioration of the general condition. 

During the third week the facial expression 
changes and the lips, fingers, and ears become 
cyanotic. Semi-coma develops, respiration is rapid, 
and urination becomes infrequent or ceases altogeth- 
er. In this stage, operation is of doubtful benefit, 
and after cyanosis appears it is useless. If opera- 
tion is performed the superficial tissues are found to 
be exsanguinated and the viscera cyanotic. Post- 
operative amelioration may occur, but death ensues. 

The anatomical lesions are constant and character- 
istic. The pylorus always shows extrinsic compres- 
sion by biliary inflammation or structural changes 
due to an ulcer or neoplasm. The pyloric region is 
greatly modified and the orifice narrowed. ‘The 
authors have never seen a spastic obstruction from 
ulcer of the lesser curvature. The stomach layers are 
hypertrophied and inflamed, and on palpation re- 
semble damp cardboard. The thickening is due to an 
increased number of muscle fibers or oedema. The 
mucosa is carmine red, especially in the pyloric 
region, infiltrated, and in places desquamated. The 
serosa is dull and friable. The viscera are cyanotic. 
The superficial body tissues are exsanguinated. ‘The 
cause is mechanical obstruction or spasm from 
intoxication or infection. Normal gastric juice con- 
tains substances that are toxic when they are 
diverted directly into the circulation, and when the 
mucosa is congested and inflamed it is unable to 
filter them out. They then pass the pylorus inter- 
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mittently and become absorbed in the small intes- 
tines. This theory is supported by the fact that when 
intestinal deviation is performed on a stomach that 
is distended as the result of stasis and the gasrtic con- 
teuts are allowed to empty into the intestines, the 
operation is followed by death with toxic phe 
nomena. 

The diagnosis of acute pyloric obstruction offers 
no difficulty. In the case of a patient with partial 
retention and vomiting which becomes increasingly 
frequent, treatment must not be delayed. The 
operation should be simple, performed quickly 
under local anesthesia, and preceded by medical 
preparation by cardiac stimulants and rectal injec- 
tions of glucose solution. It is important to empty 
the fluid from the dilated stomach before establishing 
the anastomosis. The authors perform § gastro- 
enterostomy with a Jaboulay button. 

Seven cases of pyloric stenosis are reported. 
Recovery resulted only in those operated upon 
early. WA rer C. Burkert, M.D. 
Astériadés, T., and Basset, A.: Pyloric Stenosis 

from Compression by Two Tuberculous Glands; 
Recovery After Removal of the Glands (Sténose 
du pylore par compression entre deux ganglions 
tuberculeux; guérison aprés ablation des ganglions). 
Bull. et mém. Soc. nat. de chir., 1925, li, 1147. 

The patient whose case is reported was a 25-year- 
old woman, the mother of three children. She had 
always been well until one year previously when 
abdominal symptoms developed—slight, poorly 
localized pain, regurgitation, constipation, nausea, 
and loss of appetite, especially for greasy food. 
Ultimately there was paroxysmal epigastric pain 
which radiated to both flanks and was accompanied 
by nausea. This pain was so severe that it awakened 
the patient at night. One month before the patient 
entered the hospital, vomiting, which increased in 
frequency, began to occur from one-half to one hour 
after meals. She refused food because of the fear of 
vomiting. 

On examination, the abdomen was found to be 
soft and scaphoid. ‘The pyloric region was very 
sensitive; deep palpation revealed an irregularly 
formed and immovable mass. The stomach contents 
indicated food retention from the previous evening 
and a small amount of free hydrochloric acid. X-ray 
examination revealed dilatation of the stomach and 
almost complete pyloric stenosis due to a mass. The 
bismuth had not passed the stomach after four 
hours. 

Operation under local anesthesia through an 
upper midline incision revealed a small quantity of 
ascitic fluid, adhesions of the small intestines, scat- 
tered white spots over the intestinal walls, a gran- 
ular thickened mesocolon, infiltration and thickening 
of the lesser omentum, and two enlarged glands 
forming a firm indurated mass which pressed upon 
the pylorus. When the glands were removed and the 
stomach was freed, the pylorus became patent. 
Gastro-enterostomy was regarded as unnecessary. 
The small intestines were exteriorized and exposed 
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to the sunlight for ten minutes, bathed with ether, 
and replaced. The abdomen was closed without 
drainage. The patient made an uneventful complete 
recovery with healing by primary intention and no 
fever or vomiting. 

Beginning fifteen days after the operation, 
twenty ultraviolet light treatments were given. At 
the time this report was made, six months after the 
operation, the patient is still well. Histologically the 
excised glands showed tuberculosis. 

Watrer C. Burkert, M.D. 


Eliason, E. L., Pendergrass, E. P., and Wright, V. 
W. M.: The Roentgen-Ray Diagnosis of 
Pedunculated Growths and Gastric Mucosa 
Prolapsing Through the Pylorus: Review of the 
Literature. Am. J. Rocntgenol., 1926, xv, 295. 


In cases of pedunculated growths of the stomach 
and prolapse of the gastric mucosa through the 
pylorus, the roentgen-ray examination is of the 
greatest importance because the findings of other 
examinations and the history are of little assistance. 

Of fourteen.cases studied by the authors with the 
X-ray, five came to operation. The following con- 
clusions are drawn: 

1. Pedunculated growths or prolapsing mucous 
membrane extending through the pyloric ring cause 
a more or less circular filling defect in the duodenum 
with a thin shadow of the bismuth or barium around 
the defect. 

2. This defect is seen only during examination in 
the prone position. 

3. The defect may be easily overlooked. 

4. There is no disturbance in the passing of peri- 
staltic waves and no uniform alteration in their 
intensity. 

5. There is always a six-hour residue, usually of a 
considerable amount. 

6. Sufliciently large growths might cause defects 
in the pyloric portion of the stomach, but this was 
not observed in any of the cases studied. 

7. In cases of prolapsing mucous membrane there 
may be: (a) a large pyloric defect, if the amount of 
mucous membrane is large; (b) a thinning of the 
shadow, if the amount of mucous membrane is small, 
or (c) the appearance of gastric ruge if the amount 
of mucous membrane is too small to cause the defect 
described under (a) or too large to cause the defect 
described under (b). 

8. The defect produced by the prolapsing mucous 
membrane can be seen and studied best with the 
patient in the right oblique horizontal position. 

Cuaries H. Weacock, M.D. 


Nakashima, Y.: The Pathogenesis of Peptic Ulcer 
of the Stomach and Duodenum: Experimental 
Contributions on von Bergmann’s Spasmo- 
genic Theory (Die Pathogenese des Ulcus pepti- 
cum ventriculi et duodeni: experimentelle Beitraege 
zu von Bergmanns spasmogener Theorie). Zéschr. f. 
d. ges. exp. Med., 1925, xvii, 4. 

The experiments reported in this article were 
carried out to determine whether the theory previ- 
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ously suggested by the author as to the possibility of 
a spasmogenic origin of ulcer of the stomach and 
duodenum is justified. Nakashima’s findings and 
conclusions are summarized as follows: 

1. The theory of Haeller that in rabbits the injec- 
tion of large doses of pilocarpine will cause hamor- 
rhagic erosions of the gastric mucosa only when a 
severe systemic poisoning has been produced and the 
blood pressure has been markedly decreased is not 
correct. According to the findings of my experi- 
ments, haemorrhagic erosions may be formed when 
the blood pressure is still normal. 

2. The theory of Westphal that, in rabbits, 
erosions of the gastric mucosa may result from 
strong contractions of the gastric musculature 
caused by the injection of large doses of pilocarpine 
was substantiated. 

3. When the abdominal cavity of rabbits was 
opened and a 1 per cent or weaker solution of pilo- 
carpine was applied in a circle on the outer surface 
of the stomach, strong circular contractions occurred 
in this area. When the application was repeated in 
order to maintain a constant spasm, typical hamor- 
rhagic erosions occurred in the mucosa corresponding 
to the strong spasm. This is a simple, direct, and 
clear proof that haemorrhagic erosions may be 
caused by strong muscle spasm. 

4. When successive injections of large doses of 
morphine were made into rabbits, haemorrhagic ero- 
sions occurred only when, as Haeller stated, there 
was a general severe intoxication and the blood 
pressure was markedly decreased. 

5. The hemorrhagic erosions following the injec- 
tion of pilocarpine differ considerably from those 
following the injection of morphine. Moreover, the 
way in which they are formed is also different. 

6. In contrast to Haeller’s findings, subcutaneous 
injections of atropine according to Haeller’s method 
caused no ulcer. Granting that among a large num- 
ber of rabbits one animal may be found in which the 
injection of atropine causes the formation of an 
ulcer, the haemorrhagic erosions produced by atro- 
pine must be of the same character as those caused 
by morphine, but the power of the atropine to cause 
such erosions is considerably less than that of 
morphine. 

7. It is possible to cause in rabbits various transi- 
tion forms of lesions ranging from hemorrhagic 
erosions to typical chronic ulcer by causing daily 
gastric spasms. 

8. When large doses of pilocarpine are injected 
into dogs in the same way as into rabbits, the devel- 
opment of haemorrhagic erosions of the gastric 
mucosa is preceded by extensive haemorrhages into 
the mucosa of the intestine. This is due to the fact 
that the intestinal musculature of the dog is thicker 
and stronger than that of the rabbit or even that of 
the monkey and therefore the spasm of the intestine 
is considerably stronger than the spasm occurring in 
the stomach. 

g. When pilocarpine, adrenalin, and morphine 
combined are injected subcutaneously into the dog 
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and the proportions of these three drugs and the 
characteristics of the dog are favorable, the spasm 
of the intestine may be considerably reduced and at 
the same time the spasm of the stomach so greatly 
increased that slight hamorrhagic erosions occur in 
the gastric mucosa. 

10. When injections of pilocarpine, adrenalin, and 
morphine are made into the dog in doses which pre- 
sumably will cause a marked spasm in the stomach 
and greatly decrease the spasm of the intestine, 
quite deep erosions are formed but not a chronic 
ulcer. This is due to the fact that the gastric mucosa 
of the dog is very resistant and the action of mor- 
phine and adrenalin is not sufficient completely to 
overcome the spasm of the intestine. Moreover, 
when morphine is administered for some time the 
dog gradually becomes accustomed to it so that its 
power to reduce the spasm of the intestine is weak- 
ened. 

11. It is impossible to produce hamorrhagic 
erosions in the stomach of monkeys by injections of 
pilocarpine similar to those made in rabbits because 
it is impossible to cause as strong spasms in the 
stomach of the monkey as in the stomach of the 
rabbit. 

12. When pilocarpine and adrenalin combined are 
injected subcutaneously into monkeys and the pro- 
portions of these two drugs and the characteristics 
of the animal are favorable, as strong a spasm is 
produced in the stomach of the monkey as in the 
stomach of the rabbit and hemorrhagic erosions 
result. 

13. When pilocarpine and adrenalin are injected 
daily in the proper doses and proportions and the 
characteristics of the animal are such that a strong 
gastric spasm can be produced without causing a 
fatal systemic poisoning and the injections can be 
continued for some time, various transition forms of 
lesions ranging from erosions to chronic perforating 
ulcer can be produced in the stomach of the 
monkey. 

14. On the basis of the findings of my experi- 
ments, the clinical observations | have made with 
Swata, and the roentgen findings I have made with 
Akazome in cases of ulcer, I accept the von Berg- 
mann spasmophilic theory as the most logical expla- 
nation of the pathogenesis of most ulcers. It is, of 
course, possible that in cases of ulcer occurring at an 
advanced age, vascular sclerosis may be an etiological 
factor, but this does not disprove my findings. 

DeNcks (Z). 


Hurst, A. F.: Gastric and Duodenal Ulcer Asso- 
ciated with Chronic Duodenal Ileus; Radio- 
logical Diagnosis; Partial Gastrectomy. Guy’s 
Hosp. Rep., Lond., 1926, Ixxvi, 156. 

Rowlands, R. P.: Gastric Ulcer Associated with 
Chronic Duodenal Ileus; Treatment by Partial 
Gastrectomy. Guy’s Hosp. Rep., Lond., 1926, 
Ixxvi, 158. 

Jones, J. G.: Two Cases of Duodenal Ulcer Asso- 
ciated with Chronic Duodenal Ileus. Guy’s 
Hosp. Rep., Lond., 1926, Ixxvi, 159. 











Se a 








SURGERY OF THE ABDOMEN 283 


Ryle, J. A.: Case of Duodenal Ileus with Perforat- 
ing Duodenal Ulcer. Guy's Iosp. Rep., Lond., 
1926, Ixxvi, 162. 

Hurst reports the case of a man 21 years of age 
who complained of epigastric pain occurring one and 
a half hours after meals which had been noted for the 
past six years and was so severe that it sometimes 
awakened him at night. It was relieved by milk or 
other food. Appendectomy performed five years ago 
had given no relief. X-ray examination revealed a 
duodenal ulcer and a large ulcer on the lesser curva- 
ture of the stomach. The entire duodenum proximal 
to the root of the mesentery was dilated. There was 
no pyloric obstruction. The stools showed traces of 
blood. In spite of careful medical treatment, the 
craters of both ulcers were still evident. 

At operation, the clinical diagnosis was confirmed 
in every particular. Partial gastrectomy was per- 
formed by the Pélya-Balfour-Moynihan method. A 
good postoperative result was obtained. 

ROWLANDS reports the case of a man 29 years of 
age who complained of pain in the upper abdomen of 
four months’ duration. Medical treatment failed to 
give relief. Operation revealed a large gastric ulcer 
high up on the lesser curvature. There was a marked 
duodenal ileus. As the appendix was diseased, it was 
removed. About half of the pyloric end of the stom- 
ach was resected and a Pélya-Balfour operation was 
performed. The patient made an excellent recovery 
with freedom from pain and a marked gain in 
weight. 

Jones reports the case of a boy 19 years of age who 
had had acute epigastric pain for the past two and 
one-half years. An emergency operation revealed a 
small perforation in the first part of the duodenum 
and enormous distention of the duodenum extending 
up to the mesenteric vessels. ‘The perforation was 
sutured and the abdomen then closed. A second 
operation twelve days later for persistent vomiting 
showed strangulation of a loop of jejunum by the 
omentum. This operation was followed by a quick 
recovery. 

Another case reported by Jones was that of a 
patient 42 years of age whose complaint was pain in 
the epigastrium occurring three and a half hours 
after the ingestion of food and relieved by water or 
food. Medical treatment gave relief for a month. 
The patient was then transferred to the surgical 
service. Operation revealed a duodenal ulcer and 
moderate dilatation of the duodenum. Simple gas- 
tro-enterostomy gave an excellent result. 

RYLE reports the case of a patient 51 years of age 
who complained of severe griping pain about the 
umbilicus, which occurred both day and night and 
was relieved by the ingestion of food. The X-ray 
revealed marked deformity of the first portion of the 
duodenum with moderate duodenal ileus. Operation 
was advised but refused. A few weeks later, perfora- 
tion of the ulcer occurred. Ryle concludes that the 
association of duodenal ileus with ulcer should be 
included among the absolute indications for surgical 
treatment. Joun W. Nuzum, M.D. 


Kirch, E., and Stahnke, E.: The Delay of Healing 
by Muscle Destruction in Chronic Gastric 
Ulcer as Indicated by Experiments on Animals 
(Die heilungsverzoegernde Wirkung der Muskel- 
zerstoerung im chronischen Magengeschwuer, auf 
Grund tierexperimenteller Untersuchungen). Frank- 
furt. Ztschr. f. Pathol., 1925, Xxxiii, 269. 


Proceeding from the observation that in the region 
of a chronic ulcer of the stomach the muscularis 
propria is always absent, the authors attempted, by 
experiments, to answer the following questions: 

1. Is it possible, in the dog, to cause a chronic 
peptic ulcer similar to that occurring in man by 
producing an artificial defect in the mucosa and the 
entire thickness of the underlying musculature? 

2. If this can be done, is it possible to demon- 
strate in the dog a distinct delay of healing due to 
the destruction of the muscle? 

The experiments were performed on forty dogs. A 
piece of mucosa was removed from the posterior wall 
of the stomach and in the center of this defect a 
smaller piece of the underlying muscle was excised, 
the serosa bejng the only layer left intact. The 
majority of the dogs so treated died within forty- 
eight hours as the result of perforation of the serosa 
in the defect. The serosa showed necrotic and 
inflamed margins. The only animals which sur- 
vived were those in which the serosa was covered 
by omentum or fascia or became adherent to the 
surrounding tissues, especially the lesser omentum. 

The fourteen dogs that survived the operation 
longer than forty-eight hours showed the microscopic 
and macroscopic picture of chronic gastric ulcer, and 
later that of a healing ulcer or an ulcer scar resem- 
bling the scar seen in man. Evidence of inflamma- 
tion was present in every case. This was demon- 
strable after forty-eight hours and persisted until 
complete scar formation had occurred. 

From the findings of these and previous studies 
the authors conclude that in the dog an artificial 
defect in the mucosa in the magenstrasse near the 
pylorus heals histologically in about ten days and is 
barely visible after thirty days if the muscularis 
propria remains intact. If the inner layers of the 
muscularis propria are removed with the mucosa, 
the time necessary for healing requires from fifty to 
sixty days and the scar is more distinct, and if the 
muscularis propria is removed completely, healing 
requires from one hundred and thirty to one hundred 
and forty days, and a marked stellate scar remains. 

The authors believe the conclusion warranted that 
in man also the destruction of muscle in the region 
of an ulcer delays healing and is therefore an impor- 
tant factor in the chronicity of the lesion. It does 
not, however, prevent healing. Konjetzny (Z). 


Vigy4z6, J.: Experimental Studies on the Perfora- 
tion of Gastric Ulcers (lxperimentelle Studien 
zur Frage der Magengeschwuerperforation). XJ/ 
Tag. d. ungar. Ges. f. Chir., Budapest, 1925. 

From the standpoint of the course of the condition 
and the end-result, perforations of ulcers of the 
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duodenum and stomach may be classified into three 
groups: (1) free perforations followed by diffuse 
peritonitis, (2) encapsulated perforations with intra- 
peritoneal abscess formation, and (3) the covered 
(spontaneously healed) perforations with their se- 
quel, the further production and progression of the 
ulcer and the formation of a callous penetrating 
niche ulcer. 

In order to determine the conditians bringing 
about the spontaneous healing of a perforated ulcer, 
the author carried out experiments on twenty-eight 
dogs. Defects through the entire thickness of the 
stomach wall were made at different sites and the 
stomach then replaced in the abdominal cavity. 

Irom the results the conclusion is drawn that, in 
the dog, defects exceeding the size of a twenty heller 
piece always lead to diffuse peritonitis, and a full 
stomach at the time of operation renders the prog- 
nosis less favorable. When the defect is smaller than 
a twenty heller piece and is operated upon when the 
stomach is empty the results are generally as follows: 

In the cardiac portion of the stomach (the fundus 
and the pars media) perforations on the lesser curva- 
ture or in its neighborhood on the anterior or poste- 
rior wall (in the Magenstrasse of Aschoff) become 
spontaneously healed with great regularity. 

Perforations on the greater curvature or on the 
anterior or posterior wall of the stomach but near the 
greater curvature lead without fail to perforation 
peritonitis with a fatal termination. Usually death 
occurs after two or three days, but sometimes not 
until the fifth or sixth day. In the latter case general 
peritonitis develops secondarily to an encapsulated 
abscess. 

Perforations at the pyloric end of the stomach 
lead to diffuse peritonitis in the great majority of 
cases. In an extremely small number (about 8 per 
cent) the perforation becomes covered. 

The defects in the duodenum lead to a diffuse 
peritonitis. In the dog the duodenum is a com- 
pletely intraperitoneal, mobile, and very muscular 
organ. In man, because of its fixed position and 
weaker musculature, duodenal perforations some- 
times become covered although much less frequently 
than perforations of the stomach. 

Accordingly, the principal factors determining 
whether a perforation will become covered over are: 
(1) the fixity of the organ, (2) the motility of the 
portion affected, and (3) the proximity of covering 
organs (liver, pancreas, gall bladder, etc.). When all 
three factors are favorable (location of the ulcer on 
the lesser curvature of the fundus or pars media), 
the perforation is very apt to become healed. Near 
the greater curvature in the fundus and pars media 
all three factors favorable for the covering of a per- 
foration are absent and therefore every perforation 
in this area leads to diffuse peritonitis. 

In the pyloric portion of the stomach only one of 
the three requisite conditions is present—proximity 
to a covering organ. The two others (fixity and 
lessened mobility) are not present. Moreover this is 
the least fixed and most mobile part of the stomach 


(systole and diastole of the pars pylorica). Accord- 
ingly, perforations in this area become covered only 
occasionally. 

In the duodenum of the dog none of the three 
requisite conditions is present and therefore all 
perforations in this area lead to diffuse peritonitis. 

From a comparison of these experimental findings 
in dogs with clinical experience in man, the following 
conclusions are drawn: 

Perforations along the lesser curvature in man 
have a relatively favorable prognosis, as has already 
been established by Villard and Pinatelle. 

Perforations on or in the neighborhood of the 
greater curvature, which are very rare, practically 
always lead to diffuse peritonitis, just as in the dog. 

Perforations in the pyloric portion of the stomach 
(these are the most common) lead to peritonitis in 
the great majority of cases although about half of 
all observed healed perforations have been found in 
the pyloric portion of the stomach. 

Perforations in the duodenum lead to diffuse 
peritonitis in the great majority of cases. A covered 
duodenal perforation is rare. 

The covering organs are the liver, pancreas, the 
gall bladder, and the hepatoduodenal ligament. The 
omentum is not included, a fact which is surprising 
since in injuries of the liver and gall bladder in 
animals the omentum alwavs becomes adherent. 
Perhaps this may be explained by the type of 
reaction (acid or alkali) in cases of ulcer, the fer 
ments of the stomach as compared with the secre 
tions of the liver and biliary tract, and the greater 
mobility of the stomach as compared with the liver 
and biliary passages. 

With regard to the theory of Schnitzler that all 
callous penetrating ulcers are the result of covered 
perforations, the author states that it is impossible 
to make a definite conclusion on the basis of his 
experimental findings because the time since the 
operations is still too short. However, the histo 
logical findings (made by Balo) in dogs killed three 
weeks after the operation seem to support Schnitz 
ler’s theory. 

In conclusion Vigy4z6 states that the experi- 
mental procedure described permits an investigation 
of the possibility of the digestion of living tissues by 
the gastric juice. In cases of perforating ulcer the 
portion of the organ to be covered is a living tissue 
which comes into direct contact with gastric juice 
the digestive action of which has been established 
and remains in its normal relationship as regar«|s 
circulation and other factors necessary for its 
vitality. Investigations on this problem are now in 
progress. Von LopMAYER (Z). 


Gatewood, W. E.: Co-operation in the Manage- 
ment of Peptic Ulcer. J. Jowa State M. Soc., 


1920, XVI, 230. 


Gatewood believes that skilled diagnosticians 
probably overlook an ulcer in 5 per cent of the cases, 
and that in 5 per cent or more of cases in which a 
diagnosis of ulcer is made no ulcer is present. 
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He states that unless it is borne in mind that the 
chronic gastric or duodenal ulcer requires months 
to heal, any medical treatment is likely to fail. He 
has found the Sippy treatment very satisfactory. 

Of twenty-three cases treated surgically a definite 
cure was obtained in 78.3 per cent and a question- 
able cure in 13 per cent. In 8.7 per cent the treat- 
ment failed. In none of the cases of failure or 
doubtful cure was there any obstruction. In the 
three cases of questionable cure no postoperative 
treatment was given. If the ulcer is not removed by 
the surgeon, the postoperative treatment should 
include careful medical management. Much may 
be accomplished also by pre-operative medical 
treatment, especially in cases of obstruction, hamor- 
rhage, and dehydration. 

The physician is more apt than the surgeon to 
rely on impression rather than exact knowledge of 
the end-results. Reports from ninety-two patients 
who received medical treatment more than a year 
ago indicated that a definite cure has been obtained 
in 52.2 per cent and a fairly satisfactory result in 
26.1 per cent. In nine cases the result was an un- 
doubted failure, and in eleven a probable failure. 
The incidence of failure was higher the shorter the 
period of treatment. 

The general indications for medical and surgical 
treatment are briefly discussed. In conclusion the 
author states that the results may be improved by 
closer co-operation between the physician and the 
surgeon. J. Frank Doucury, M.D. 


Bauer, K. H.: Magenstrasse and Gastric Ulcer; 
with a Contribution on Extirpation of the 
Magenstrasse (Magenstrasse und Magenulcus; 
zugleich ein Beitrag zur Frage der Exstirpation der 
Magenstrasse). Beilr. z. klin. Chir., 1925, CXXXv, 223. 

There is great regularity in the localization of the 
round gastric ulcer. This is due to the peculiar con- 
struction and function of the magenstrasse. 

The magenstrasse is formed by the gastric muscu- 
lature, especially the oblique fibers. It is a phylo- 
genetic rudiment of the cesophagus. In support of 
this theory, Bauer cites phylogenetic, ontogenetic, 
and physiological evidence. 

With regard to the phylogenetic evidence he states 
that it is possible to trace a continuous homologous 
series from the highest type of magenstrasse to the 
simplest stomach. Ruminant stomachs which have 
an oesophageal groove have two muscle layers, while 
single-cavity stomachs in which the oesophageal fur- 
row is continued as the magenstrasse have three 
muscle layers. The third layer is incorporated in the 
fusion of the magenstrasse in the stomach. 

The ontogenetic evidence consists in the fact that 
the human fetus develops a sort of fore-stomach. 
Leading from the oesophagus and cardia on the one 
side and from the duodenum on the other there is a 
fold which, after involution of the fore-stomach, 
remains on the lesser curvature as the fetal magen- 
strasse. The physiological evidence is that the oso- 
phageal furrow serves chiefly as the directing path- 
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way for fluids. In calves, milk passes directly from 
the forestomach to the duodenum. As a remnant of 
this old function is the phenomenon that fluid taken 
ona full stomach reaches the duodenum very quickly 
along the lesser curvature (experiment on dogs; 
cauterization along the lesser curvature with 1o per 
cent silver nitrate). A pathological functional 
reminder of the older function associated with 
rumination is human rumination. 

Bauer disputes the experimental results of Elze, 
Katsch, Friedrich, and Lehmann. To prove that the 
magenstrasse, like the old oesophageal groove, is the 
natural continuation of the oesophagus, he cites the 
experiments of Hitzenberger and Reich, Fileiner, 
Assmann, Stierlin, and Fedde:. ‘That mucous mem- 
brane defects in the magenstrasse heal poorly has 
been proved by experiments on animals. ‘The rea- 
sons why ulcers in the magenstrasse heal slowly 
or not at all are the following: 

1. The magenstrasse is not adapted to a peptic 
environment. While the originally squamous epithe- 
lium of the oesophageal groove has become trans- 
formed into the glandular epithelium of the magen- 
strasse, the mucous membrane remains relatively 
immovable and therefore defects are less easily 
bridged by contraction of the muscularis mucose. 

2. The magenstrasse has the vascular character- 
istics of the oesophagus instead of those of the stom- 
ach (with little tendency to the formation of anasto- 
moses) and therefore its vessels are functionally end- 
arteries. Circulatory disturbances (vascular spasm 
or local muscular spasm) in this region are com- 
pensated not at all or only to a slight degree by these 
collaterals. 

Gastric ulcer occurs more frequently in the magen- 
strasse because the latter is of rudimentary char- 
acter. Bauer is not enthusiastic regarding extirpa 
tion of the magenstrasse as a therapeutic measure 
for gastric ulcer because the ulcer is the result of 
several factors. He attributes great importance in 
the causation of ulcer to the pyloric portion of the 
stomach which supplies the acids. Gastritis is the 
primary condition in the development of ulcerative 
processes (Kalima). Another factor is weakness of 
the organ, which explains the familial occurrence of 
gastric ulcers. Extragastric conditions favoring the 
development of ulcer are the habitual use of tobacco, 
chronic plumbism, and spasmophilia (Bergmann). 

Lurz (Z). 


Friedemann, M.: Recurrences Following Extensive 
Resection of the Stomach and Duodenum for 
Ulcer (Ueber Rueckfaeclle nach grosser Magen- 
Zwoelflingderdarm-resektion wegen Geschwuers- 
krankheit). Zentralbl. f. Chir., 1925, li, 2659. 

Friedemann states that he does not agree with 
Stohr that silk sutures may be the cause of recurrent 
ulcer since recurrences sometimes develop in the 
cases of surgeons who use only catgut. In contrast 
to Stohr, he emphasizes that it is important to 
remove enough of the stomach to cause a consider- 
able reduction in its digestive power. In studies of 
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the gastric juice in the cases of 120 patients who had 
been subjected to a Billroth I or Billroth II opera- 
tion, the values for free hydrochloric acid ranged 
from o to 7 and that for the combined acid was 
under 20. In not one of these cases has an ulcer 
recurred up to the present time. On the other hand, 
of eleven cases in which the value for free hydro- 
chloric acid was to or over and that for total acid 
was 20 and over, a new ulcer developed in four. 

Of fifty cases in which a second operation was 
necessary because of recurrent ulcer (peptic ulcer of 
the jejunum), the first operation consisted of a resec- 
tion according to the Billroth I or II method in only 
seven; in the others a gastro-enterostomy with or 
without unilateral exclusion of the pylorus was done 
according to the von Eiselsberg method or an 
oblique resection was performed according to the 
Riedel-Payr method. In not one of the seven cases 
in which a Billroth method was used was the 
digestive power sufficiently reduced; in six, only a 
small resection was done, and in one only a moder- 
ately extensive resection. In five of these cases the 
first operation was performed by the author. So far 
as Friedemann is aware, the recurrent ulcers in these 
cases were the only ones developing in 760 cases of 
resection according to the Billroth I or Il method. 

In conclusion, Friedemann states that new ulcer 
formation is exceedingly rare after truly extensive 
resection, and that while extensive resection is not 
ideal, it is nevertheless at the present time the safest 
method for the treatment of advanced ulcers. 

Tromp (Z). 


Bircher, E.: The Technique of Surgery of the 
Stomach on the Basis of 1,500 Operations (Dic 
Technik der Magenchirurgie, auf Grund von 1,500 
Operationen). 1925: Stuttgart, Enke. 

This work is based on the author’s experiences in 
over 1,500 operations on the stomach performed 
almost exclusively by himself. Consequently it 
carries a personal note throughout, and this is fur- 
ther emphasized by sixty very instructive and clear 
illustrations made by Balmer, the author’s assistant. 
All important operations on the stomach are fully 
and clearly described: gastrotomy, gastrorrhaphy, 
gastro-enterostomy, resection of the stomach, and 
pyloroplasty. Also included are two operations 
introduced by the author, viz., resection of the cardia 
and division of the vagus nerve. Adjunct operations 
(jejunal fistula and enterostomy), and secondary 
interferences after operations on the stomach are 
also discussed. 

The preparation of the patient, the after-treat- 
ment, and the operative procedures are taken up in 
separate chapters. The postoperative psychoses are 
discussed briefly. ‘The book is concluded with a 
chapter on assisting at operations on the stomach. 

In view of the importance which gastric surgery 
has assumed at the present time, such a contribution 
is welcome. ‘The author’s failure to mention the 
many more or less valuable modifications of the 
different operations is not a defect; on the contrary, 


his personal “operative style” gains in clarity as a 
result of it. As the experienced surgeon always finds 
it alluring to gain a glimpse into the workshop of 
another experienced surgeon who goes his own way 
and is sure of himself, he will derive great pleasure 
from this book, especially because it contains numer- 
ous original matters that are stimulating and 
instructive. It may be recommended also to the 
beginner in surgery of the stomach because among 
the numerous successful methods described he will 
be sure to find one which he may use with con- 
fidence. Konjetzny (Z). 


Perthes, G.: The Treatment of Acute Mechanical 
Obstruction of the Intestines (Die Behandlung 
des akuten mechanischen Darmverschlusses). Arch. 
f. klin. Chir., 1925, Cxxxviii, 303. 

In 203 cases of ileus operated upon at the Tue- 
bingen Clinic in the period from 1912 to 1925, there 
were seventy-four deaths, a mortality of 36 per cent. 

Most important in the treatment of acute intes- 
tinal obstruction is the prevention or cure of intes- 
tinal paralysis which occurs not only as the result of 
circulatory disturbances but also as the immediate 
result of distention of the gut by the stasis of its 
contents. Additional injury is caused by the enor- 
mous increase in the secretion of intestinal juice and 
the retardation of resorption. Before serious disturb- 
ances of circulation develop the distention paralysis 
can be overcome. Death from intestinal obstruction 
is caused by auto-intoxication. 

As a rule, acute mechanical obstruction of the 
intestines should be operated upon at the very 
beginning. An attempt at non-operative treatment 
may be made for a short time only in arteriomesen- 
teric obstruction, obstruction due to gall stones, and 
intussusception. In obstruction from adhesions an 
attempt at non-operative treatment is justified only 
when the obstruction is chronic and incomplete, such 
as that which occurs in tuberculous peritonitis. In 
acute complete obstruction due to kinking by adhe- 
sions, such as frequently results from appendicitis or 
disease of the female genital organs, operation is 
necessary. An attempt to relieve a kink by enemata 
or atropin is futile. The distention of the afferent 
portion of the gut with its life-threatening results 
increases from hour to hour. 

When non-operative measures fail in the diag- 
nosis, operation should be done to determine the site 
and nature of the obstruction. 

In all forms of strangulation of the intestines— 
intussusception, volvulus, and strangulation by 
adhesions—the first object of surgical treatment 
should be the relief of the obstruction. In acute 
obstruction due to a tumor, it is the general practice 
to relieve the gut by the formation of a fistula, with 
temporary disregard of radical treatment. However, 
in ten cases Perthes not only formed a fistula above 
the stenosis but at the same time resected the 
tumor. A cure resulted in six cases. 

Kinking due to adhesions should be treated by 
enterostomy or by surgical emptying of the gut fol- 





— cf Be ae Oe 6 ae nee oe Oa eee COCO 


c-: _—-— - = 








SURGERY OF THE ABDOMEN 287 


lowed by entero-anastomosis. The separation of 
adhesions is applicable to only exceptional cases. 

In two-thirds of the cases the experienced surgeon 
has little difficulty in diagnosing acute mechanical 
obstruction of the intestines. In the others, the most 
certain diagnostic aid is exploratory laparotomy. 
Even if the expected mechanical obstruction of the 
intestines is not found, operation may be justified by 
the presence of such a condition as appendicitis with 
the picture of ileus, perforation of a gastric ulcer, 
acute necrosis of the pancreas, torsion of the pedicle 
of an ovarian cyst, or ruptured tubal pregnancy. 

When the obstruction is due to a tumor, enter- 
ostomy is best done on the cecum. The wide stoma 
of the gut is preferable to an oblique fistula. The 
best technique is that of Hartert in which the 
intestinal wall is sutured not only to the parietal 
peritoneum but also to the skin. In many cases an 
eventration of some of the intestinal coils to deter- 
mine the cause and relieve the obstruction is the 
most rapid and conservative method. Its dangers 
have been exaggerated, but careful handling is of 
course essential. 

In intestinal obstruction with considerable filling 
of the gut, treatment should be given to relieve the 
gut and to overcome the obstruction. Whether a 
tube fistula is to be formed or an incisional method 
with surgical emptying (Moynihan’s intestinal tube, 
Kirschner-Boit aspiration) is to be used depends 
upon the surgeon’s preference. When there is marked 
filling of the gut, it is advisable, before making a 
search for the obstruction, to evacuate the intestinal 
gases by several punctures or to empty the intestine 
surgically. When the filling of the gut is moderate, 
the surgeon may limit himself to relief of the ob- 
struction without any emptying adjunct operation. 

Non-operative measures of value as supplements 
to operation are the intravenous infusion of glucose 
and physiological salt solution to relieve the dehy- 
dration, and the infusion of hypophysin solution to 
stimulate intestinal activity. 

In acute mechanical obstruction recovery depends 
first upon early diagnosis—therefore not so much 
upon the surgeon as upon the internist and general 
practitioner. 

In the discussion of this report, BRAUN stated that 
he agreed with Perthes in general, but believes that 
unnecessary packing of the intestine is to be avoided. 

KoerTE reported that in a period of thirty-four 
years he had performed 236 operations for intestinal 
obstruction with a total mortality of 42.8 per cent. 
In cases of invagination there was only one spon- 
taneous recovery. The most common form of acute 
obstruction was due to adhesions (125 cases). Of aid 
in the diagnosis of this condition is a history of 
inflammatory disease and laparotomy. In eighty- 
three cases in which the contents of the intestine 
were evacuated the mortality was only 24 per cent. 

ANSCHUETZ reported upon 300 cases of intestinal 
obstruction, among which there were only two of 
spastic ileus. In ninety-two cases with opening of 
the gut, resection, or anastomosis, the mortality was 


60 per cent, while in cases without opening of the 
gut it was 30 per cent. 

WENDEL stated that in cases of ileus a roentgeno- 
gram of the abdomen without a previous contrast 
filling is advisable. He called attention to the fact 
that the musculature of the intestine is under an 
autonomous nervous influence which is different 
from that of the intestinal blood vessels. 

CoLMERS stated that spastic ileus may occur in 
association with grippe and reflexly in association 
with gastric ulcer. 

REIMER reported the cases of three men in whom 
spastic ileus occurred as the result of slight hamor- 
rhages due to slight superficial rupture of the liver 
caused by a contusion of the abdomen. As the 
removal of the blood was followed by immediate 
cessation of the spasms, he assumed that the gut was 
injured by protein decomposition products. He 
stated that intra-abdominal hemorrhages in extra- 
uterine pregnancy may produce similar phenomena. 

KIRSCHNER recommended the earliest possible and 
most thorough elimination of the masses in the gut 
with his new apparatus consisting of a glass tube and 
a bottle aspirator. 

HEILE discussed the relationship of antiperistalsis 
to the ileocecal valve and its significance in spastic 
conditions of the intestine. Weakening of the valve 
by means of two fixation sutures on the anterior wall 
of the insertion of the ileum into the caecum helps to 
promote the onset of normal intestinal activity in 
spastic conditions. 

RITTER reported on two peculiar cases of ileus. 

To determine definitely whether resection or 
reposition should be done in cases of suspected 
gangrene, Pust recommended irrigation of the sus- 
pected segment of gut with a ro per cent solution of 
sodium chloride at a temperature of from 40 to 45 
degrees C. 

Von HorMeEIsTeER stated that he is an advocate of 
prophylactic enterostomy to assure relief of the more 
or less injured gut in the beginning. He emphasized 
the fact that the tube should be led out, not through 
the laparotomy wound, but through a special punc- 
ture wound in the abdominal wall. 

HUvuEBNER reported that at the Koenigsberg Clinic 
the secondary enterostomy is frequently done under 
local anesthesia before the development of paralysis 
of the gut. 

LANGE stated that in experiments on the cause of 
the asthenia in ileus he found disturbances in the 
carbohydrate metabolism. 

RoupeE discussed the post-traumatic cicatricial 
processes in the mesentery of the small intestine and 
their relationship to ileus. He stated that the 
development of the symptoms of ileus even after a 
quite long interval following an abdominal contusion 
is of the greatest significance in traumatic surgery. 

HINTZE reported upon 250 cases of intestinal 
obstruction seen at the Bier Clinic during the last 
sixteen years. The total mortality of 42 per cent he 
attributed to the fact that the patients came for 
treatment late. 
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Von HABeRER called attention to a disease picture 
little discussed in the literature, namely, mixed 
ileus, in which, as the result of a circumscribed 
inflammation such as appendicitis, isolated intes- 
tinal coils become paralyzed while the overlying 
still entirely healthy gut reacts with a_ typical 
mechanical ileus. 

FINSTERER discussed double intestinal obstruction. 

Horz recommended that in every case of doubtful 
or unexplained ileus an X-ray examination be made 
without a contrast medium. He advocated also the 
Boit-Kirschner procedure in which even primary 
resection can be done in ileus. 

Hen ie stated that, in order to avoid eventration, 
the obstruction should be sought upward from an 
undistended coil. 

HripeNHAIN reported that in cases of spastic 
intestinal obstruction which he is unable to diagnose 
with certainty before operation he administers 0.05 
gm. of pure opium, not the tincture of opium. 

Win1z reported that in ileus of acute or insidi- 
ous onset following inflammatory pelvic disease in 
women he has obtained good results from the forma- 
tion of a fistula or a small artificial anus. This 
treatment was followed by more rapid disappearance 
of the inflammation than conservative measures. 

Von Etsecspere called attention to the palpation 
of a distended coil of intestine in the empty ampulla 
per rectum as an early sign of ileus. He reviewed 
also the experimental studies of Schoenbauer. 

Semerr discussed the so-called “ grape-juice 
belly” which is seen in the wine-making district of 
Wuerzburg and in which the spasm disappears 
spontaneously after from six to eight hours. 

In conclusion, Perris reviewed briefly the differ- 
ences of opinion as to emptying of the gut and 
enterostomy. SCHNID (G). 


Summers, J. E.: The Practical Management of 
Some of the Types of Acute Intestinal Ob- 
struction. Nebraska State M.J., 1926, xi, 89. 

The general mortality of acute intestinal obstruc- 
tion is 50 per cent. External strangulated hernia is 
the most frequent cause and most easily diagnosed. 

The high mortality is due to delay of operation with 

attempts to cure the condition by taxis and other 

measures. ‘The author states that there is no excuse 
for overlooking the condition. In the first six to eight 
hours, acute internal obstruction of the intestines 
has few symptoms similar to those of acute perfora- 
tions of hollow viscera or those of acute appendicitis 
and should be easily differentiated from both gall- 
stone and nephritic colics. Of twenty-two cases 
treated medically at the Ancon Hospital, Canal 

Zone, all were fatal, while of 128 operated upon, 

fifty-three were fatal. A study of this report shows 

the following facts: 

1. The mortality increases with the delay of 
operation. 

2. Obstruction due to simple adhesions and bands 
should be treated by release of the adhesions and 
bands. 
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3. Primary resections and anastomoses have a 
high mortality and are seldom justifiable. 

4. Except in the very early periods, extensive 
exploration to determine the site of the obstruction 
is a very dangerous practice in any type of acute 
intestinal obstruction. 

An analysis of the records of about 1,900 cases of 
acute intestinal obstruction treated in the St. 
Thomas Hospital, London, and the Manchester 
Royal Infirmary shows that all primary attempts at 
radical correction of the cause of the obstruction are 
associated with a high death rate, and that, exclusive 
of strangulated external hernia and intussusception, 
acute obstruction occurs twice as often in the large 
intestine as in the small intestine. It is evident also 
that obstruction in the large intestine is six and a 
half times more frequent on the left side than on the 
right side and nearly 90 per cent of acute obstruc- 
tions occurring in the large intestine are due to 
malignant growths. Moreover, the statistics show 
that acute obstructions occurring in the small intes- 
tine are not usually preceded by intestinal disturb- 
ances, whereas the reverse is true of acute obstruc- 
tions occurring in the large intestine. 

In the small intestine cancer is very rare, but 
benign tumors tend to become pedunculated and 
cause intussusception. In the colon, other growths 
than cancer rarely cause acute obstruction because 
the lumen of the bowel is so large. Occasionally, 
however, they cause intussusception. In serious 
cases of acute intestinal obstruction, a primary 
jejunostomy, as advocated by Bonney, is a life- 
saving procedure. A second operation should be done 
later for the removal of the cause of the obstruction. 

Bonney divides the obstructed intestine into three 
segments: the lower, the middle, and the upper. The 
lower segment is more or less collapsed, the middle 
segment contains gas, and the upper segment con- 
tains fluid. 

The character of the vomitus indicates the height 
of the fluid-containing segment. When the vomitus 
is feeculent, the stomach is the highest part. At first. 
in all types of obstruction, whether in the small or 
the large intestine, the vomitus is simply the stom- 
ach contents; later, in all types, it becomes faculent 
and the stomach and jejunum are in the segment of 
toxicity. The current in the intestinal tract has 
become reversed and drainage must be established 
in the highest fluid-containing segment. 

For cases of intestinal obstruction in which the 
characcer of the vomitus is intestinal or feculent, 
Bonney recommended jejunostomy as the drainage 
should be in the segment of toxicity. The value of 
jejunostomy under such circumstances is proved by 
the fact that it causes immediate cessation of the 
vomiting. The jejunum is exposed by a relatively high 
left rectus incision or one made downward from the 
tip of the eleventh rib. A large catheter is then intro- 
duced into it and fastened in position by a double 
pursestring suture. 

Local anesthesia supplemented, if necessary, by 
nitrous oxide, should be employed for the enter- 
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ostomy. General anesthesia is dangerous in acute 
intestinal obstruction. Even when the stomach is 
washed out before the induction of anasthesia, the 
aspiration of vomitus, the depression caused by the 
anwsthesia, and the inevitable temporary paralytic 
ileus due to the anwsthetic favor the retention and 
absorption of the poisonous intestinal contents even 
when the cause of the obstruction has been relieved 
or the bowel drained by the establishment of an 
enterostomy. MERLE R. Hoon, M.D. 


Kennedy, C. C.: Volvulus of the Small Intestine. 
Minnesota Med., 1926, ix, 243. 


Volvulus is a rotation or twisting of a loop of 
bowel upon its mesenteric axis with resulting 
obstruction of the facal current and blood supply. 
Th: ileum, because of its length and because it 
oc upies the hypogastric, the right iliac, the um- 
bilical, and the pelvic regions in the abdomen, 
seems to be the portion of the small intestine most 
pre lisposed to volvulus. 

The onset is usually sudden and accompanied by 
pain, vomiting, and the arrest of bowel movement. 
The faecal odor of the vomitus becomes more typical 
as the condition advances. The pulse, temperature, 
and respiration may be unaffected at the beginning 
of the condition and may remain so until it is well 
established. The leucocyte count is not always of 
great value as it may be high or low. Physical 
examination usually reveals a tenseness of the 
abdomen with loops of the distended bowel forming 
a palpable mass and visible peristalsis. As in other 
forms of intestinal obstruction, the diagnosis is 
based on the absence of bowel movement, the 
failure of enemas to produce results, and the typical 
odor of the vomitus. 

An enterostomy is a very important part of the 
surgical procedure, especially in extreme cases. 
Fistula resulting from an enterostomy in the small 
intestine does not always require resection for its 
closure. Merely dissecting out the sinus, tying it 
off close to the intestine, and applying a pursestring 
suture will sometimes suflice. 

Morris H. Kaun, M.D. 


Teutschlaender, O., and Valentin, B.: Phlegmo- 
nous Enteritis, a Cacal Phlegmon Cured by 
Resection (Enteritis phlegmonosa, durch Darm- 
resektion geheilte Caecumphlegmone). Mitt. a. d. 
Grenzgeb. d. Med. u. Chir., 1925, xxxviii, 469. 

Phlegmon of the intestinal wall localizes in fixed 
portions of the intestinal tract—therefore in the 
duodenum and upper jejunum on the one hand and 
in the ileocecum on the other. Only in the latter 
location has it been possible to save life by operation 
(five cases). 

A certain diagnosis has. never been made before 
operation. Persons with ileocecal phlegmon come to 
operation with the diagnosis of appendicitis. With 
regard to the differential diagnosis, it is perhaps 
worth while to mention that in the early stages there 
is a definite finding on palpation. 


The always typical localization of the condition 
suggests that the process is not of hamatogenous 
origin but due to a direct lesion of the mucous mem- 
brane. 

The pathologico-anatomical examination of the 
specimen obtained by operation in the case of ileo- 
cecal phlegmon reported in this article showed 
leucocytic infiltration of the middle layer of the 
intestinal wall, especially of the submucosa, which 
had led to pus formation. The process arose locally 
in the region of the ileocecal valve. As staphylococci 
and streptococci were found in cultures of the pus, 
the conclusion was drawn that the exciting agents 
reached the bowel from the mouth or nose. 

The authors describe the enterogenous phlegmons 
according to the topographical and the pathogenetic 
points of view and differentiate: (1) primary or 
autochthonous phlegmon, which takes its origin from 
the site at which it is found, and (2) secondary 
phlegmon which is propagated from some other por- 
tion of the gastro-intestinal tract either by direct ex- 
tension or by way of the lymph stream. The primary 
phlegmon may be protopathic or idiopathic when it 
is a true phlegmon, or deuteropathic when it arises 
as a complication of ulceration of the intestine such 
as occurs not infrequently in gastric and intestinal 
carcinoma. Considered from these viewpoints, the 
condition in the case reported was a protopathic, 
autochthonous, enterogenous typhlitis with a phleg- 
monous abscess due to streptococci and staphylo- 
cocci. 

On microscopic examination, the mucous mem- 
brane over the lymph follicles was found markedly 
infiltrated by leucocytes and fissured. Doubtless, 
fissures in the mucous membrane play an important 
role in the etiology of the condition, but because of 
the absence of necrosis and secondary changes in the 
vicinity, the fissures in this case cannot be considered 
the primary causes. At these points, however, it was 
possible for the pus to perforate into the intestinal 
lumen, a fact which suggests the possibility of a 
spontaneous cure. GRAUHAN (Z). 


Ssokolov, S.: Peptic Ulcer of the Jejunum After 
Gastro-Enterostomy (Das Ulcus pepticum jejuni 
nach Gastroenterostomie).  Verhandl. d. 17. russ. 
Chirurgenkongr., Leningrad, 1925, May. 


This report is based upon an investigation of the 
material of Russian surgeons and 126 carefully 
worked-up cases. These constitute one-seventh of 
the cases of peptic ulcer of the jejunum which have 
so far been reported in the world literature. Eighty 
cases were learned of through inquiry, and forty-six 
were taken from the Russian literature. 

The author calls attention to the necessity of 
differentiating between gastrojejunal ulcer and true 
peptic ulcer of the jejunum. The former must not be 
confused with the stenosis caused by  gastro- 
enterostomy, which has been found by some surgeons 
in 50 per cent of the cases. In the author’s material 
the number of cases of gastrojejunal ulcer and of 
peptic ulcer of the jejunum was about the same. 
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The most serious complications of peptic ulcer of 
the jejunum are perforation of the lesion into the 
transverse colon (which occurred in 16.36 per cent of 
the cases reviewed by the author and 20 per cent of 
' European cases) and its perforation into the free 
peritoneal cavity, which occurred in 9.1 per cent of 
the cases reviewed. A predisposition to peptic ulcer 
of the jejunum seemed to be present chiefly in cases 
in which the primary ulcer was in the pylorus (53.96 
per cent) or duodenum (39.48 per cent); therefore 
cases in which severe stenotic processes occurred 
most frequently in the pyloroduodenal channel. In 
the cases in which the primary ulcer was in the 
fundus of the stomach, peptic ulcer of the jejunum 
occurred in 5.95 per cent; and in one case it followed 
a gastrectomy by the Billroth II method for carci- 
noma of the pylorus. 

After gastro-enterostomy according to the method 
of Roux, which, according to some surgeons, pre- 
disposes to peptic ulcer of the jejunum, such a 
lesion occurred in 7.76 per cent of the Russian cases. 
After anterior gastro-enterostomy it occurred in 
20.67 per cent, and after posterior gastro-enter- 
ostomy, in 59.49 per cent. No conclusions can be 
drawn from these figures, however, as the Roux 
gastro-enterostomy is seldom performed in Russia, 
the posterior operation being performed in the 
majority of cases. 

Gastrectomy does not prevent peptic ulcer of the 
jejunum, as it occurred in 4.32 per cent of the cases 
in which this operation was done. In one case it 
occurred following a Billroth II operation, in two 
cases following resection of the entire pyloric portion 
of the stomach according to the Helling-Ssokolov 
method, and in two cases following wedge resection 
of the ulcer. After unilateral exclusion of the pylorus 
by the von Eiselsberg method its incidence was 20 
per cent. This procedure should therefore be 
abandoned. 

The suture material employed, the use of clamps, 
and the method of suturing are apparently of little 
importance in the etiology. In eleven cases, peptic 
ulcer of the jejunum occurred despite avoidance of 
the use of clamps and following suture of the mucous 
membrane with catgut. In two cases it developed 
after Bier’s single row suture. 

Most of the ulcers in the jejunum occurred within 
the first two years after the operation, but the author 
mentions cases in which there was an interval of 
seven, nine, twelve, and twenty-five years. Of the 
Russian cases, eighty-five were operated upon twice; 
‘hirteen, three times; one, four times; and one, five 
times. In forty cases, resection of the gastro- 
enterostomy stoma and the jejunal ulcer was fol- 
lowed by the formation of a new gastro-enterostomy. 
In sixteen cases resection of the gastro-enterostomy 
was done with restoration of the status ante quo. In 
fourteen cases, wedge resection of the jejunal ulcer 
with preservation of the gastro-enterostomy stoma 
was done. In thirteen cases, resection of the trans- 
verse colon was done with a mortality of 69.2 per 
cent. The total mortality was 36.3 per cent. 


In the total number of cases of peptic ulcer of the 
jejunum reported in the world literature to date, the 
incidence of the lesion was between 1 and 1.5 per 
cent following all types of gastro-enterostomy. This 
incidence is so constant as to warrant the assumption 
that a certain group of persons are unable to tolerate 
gastro-enterostomy. There appears to be a familial 
predisposition to peptic ulcer of the jejunum. 

Gastro-enterostomy is to be regarded as a tem- 
porary intervention for the immediate emergency 
rather than as the method of choice for gastric or 
duodenal ulcer. 

Anterior gastro-enterostomy with a long loop and 
a horizontal anastomosis is a comparatively simple 
operation for peptic ulcer of the jejunum. The 
Hacker-Petersen posterior gastro-enterostomy is 
very difficult. Vertical gastro-enterostomy is the 
most difficult. The author recommends the operative 
method of Uspenski, the technique of which is 
simple. 

In posterior gastro-enterostomy the mesocolon 
constitutes a natural barrier when the extension of 
the peptic tumor is in the direction of the omental 
bursa. It is therefore easier to go through the gastro- 
colic ligament and excise part of the posterior wall of 
the stomach with the anastomosis. When this is 
done, the entire anastomosis, together with a small 
section of the stomach, remains attached to the 
jejunum. ‘The lumen of the part of the stomach 
remaining attached to the jejunum is closed by a 
double row of sutures, the edges being turned up 
slightly to prevent stenosis of the jejunum. If the 
presence of a gastrojejunocolic fistula is suspected, a 
preliminary gastrotomy should be done to prevent 
unnecessary resection of the colon. 

The author concludes that in the management of 
gastric and duodenal ulcers new and more complete 
methods of treatment must be worked out. The 
indications for gastro-enterostomy should be con- 
siderably narrowed.  Pyloroplasty and _ gastro- 
duodenostomy deserve greater consideration. 

Gastric ulcer is less frequent in southern Russia 
than in northern Russia where starvation is worse. 

Hesse (Z). 


Porges, H.: The Surgery of Cancer of the Large 
Intestine, on the Basis of 312 Cases in the 
Hochenegg Clinic (Die Chirurgie des Dickdarm- 
krebses, unter Zugrundelegung des Materials von 
312 Faellen der Klinik Hochenegg). Deutsche 
Ztschr. f. Chir., 1925, exci, 321. 

This report is based upon 312 cases of carcinoma 
of the large intestine, exclusive of carcinoma of the 
rectum, which were operated upon at the Hochenegg 
Clinic, Vienna, in a period of twenty years. 

For the diagnosis, inflation of the colon is recom- 
mended, but as there is danger of the development of 
ileus following a barium meal, roentgen examination 
is not advisable. The author introduces barium into 
the colon only by way of the rectum, if at all. When 
an acute ileus develops as the result of carcinoma of 
the colon, a colostomy is done after an exploratory 





an i. ce ne” 





, + SF OF => err Oe Ee ee 


wee ' ww 


wwe wee 


SS ES SS CU! 





SURGERY OF THE ABDOMEN 291 


laparotomy. Even apparently acute ileus in carci- 
noma of the colon is slow to develop, and as a result 
the intestine is correspondingly damaged. Therefore 
every method in which suturing of the intestine is 
necessary is to be avoided. In ten cases in which an 
anastomosis was done there were seven deaths. 
Points to be considered in deciding upon the proper 
abdominal incision are, among others, the findings 
of palpation and the clinical picture. 

Not rarely, the ileus is so far advanced that when 
the peritoneum is opened the colon bursts. Perfora- 
tion leads nearly always to infection. It is to such 
far advanced cases that the mortality of nearly 70 
per cent following colostomy is due. The cause of 
death is usually general peritonitis spreading from 
the cecum. In all cases in which it is possible, pro- 
lapse of the tumor is done instead of a simple 
colostomy; by this method the mortality is held 
down to 44 per cent. Only four patients with ileus 
survived colostomy sufliciently long for resection of 
the tumor. In these cases the three-stage Schloffer 
operation (third stage closure of the colostomy) was 
done. 

For the treatment of carcinoma of the colon 
without ileus this three-stage method is not recom- 
mended. When a radical operation is possible in this 
condition, the method of choice is the two-stage 
operation of Hochenegg and Mikulicz, at least for 
easily movable tumors of the sigmoid and transverse 
colon. <A one-stage resection may be performed 
without grave danger only in carcinoma of the 
cecum since in this condition we are dealing only 
with stasis in the small intestine instead of the 
dangerous stasis of the colonic contents. From the 
exposed loop of intestine a small piece should be 
removed immediately for microscopic examination. 
Metastases in the abdominal wall from the exteri- 
orized intestine have never been observed. 

For re-establishing the continuity of the intestine 
after resection, the end-to-end method is generally 
to be advised as it is as dependable as the side-to-side 
method and can be done more quickly. Although 
the proximal portion of the intestine is usually 
dilated, it can be easily drawn through. 

In ileotransversostomy the dilatation of the small 
intestine often makes it possible to suture the small 
intestine directly to the colon. The author reports a 
case in which, thirteen years after a resection for 
carcinoma of the transverse colon followed by side- 
to-side anastomosis, the two blind ends of the 
intestine became dilated to form diverticula 10 cm. 
long which caused symptoms of ileus as the result of 
stasis and strangulation. Resection of that portion 
of the intestine with end-to-end suture resulted in a 
cure. 

There is no danger that the operation will be less 
radical when the exteriorization method is used. The 
end-results of the one- and two-stage operations have 
been similar. To close the colostomy, a circular 
suture is used. In some cases this was followed by an 
intestinal fistula, but a fatal peritonitis occurred in 
only two. Two patients who had had a colostomy 


for twenty and fifteen years, respectively, did not 
wish to have it closed by operation. 

When an at first apparently inoperable carcinoma 
of the large intestine becomes movable and operable 
after a palliative colostomy, a resection is done later. 
In such cases also the Schloffer operation is per- 
formed. When the carcinoma remains inoperable, 
nothing further is done after the establishment of 
the colostomy. Colostomy is to be preferred to 
entero-anastomosis; in carcinoma of the cecum it is 
practically always possible. In certain cases the 
intestinal shunting method of Finsterer may be 
considered as a palliative method. 

Of the patients whose cases are reviewed, 69 per 
cent were males. Carcinoma of the sigmoid was 
three times as frequent in males as in females (111 
to 34). Only carcinoma of the cecum was more 
common in females (45 males, 27 females). The 
incidence of carcinoma of other localization was 
about 30 per cent in both men and women. Thirty- 
two per cent of the patients were between 50 and 59 
years of age; 27 per cent between 60 and 69 years; 
and 23.3 per cent between 40 and 49 years. Those 
younger and older constituted 17.5 per cent of the 
total number. 

In more than half of the cases there was a palpable 
tumor and complaint was made of colicky pain in the 
abdomen. Constipation was present in fewer than 
half of the cases, and diarrhoea in 15 percent. Ina 
small number, constipation and diarrhoea alternated. 
Blood was found in the stools in about 15 per cent, 
and blood with mucus or mucus alone in a smaller, 
number. In five cases there were no symptoms. 

According to the symptoms described, the carci- 
noma had been present in thirty-four cases for from 
two to six weeks; in ninety-eight cases, for from two 
to six months; in forty-three cases, for a year; in 
fourteen cases, for two years; in seven cases, for 
from three to four years; and in eight cases, for longer 
than four years. In eight cases the signs appeared 
suddenly during good health. 

Of the 312 operations, 140 were palliative (72 
colostomies and 50 anastomoses) and 172 were 
radical (81 one-stage, and 72 two-stage). In the 
sixty-nine cases complicated by ileus, thirty-nine 
palliative and thirty radical operations were per- 
formed. The total mortality of the two-stage 
method (complicated and uncomplicated cases) was 
36 per cent, and that of the one-stage method (only 
uncomplicated cases) was 41.4 per cent. 

Of fifty-eight carcinomata, twenty-eight were 
adenocarcinomata, twelve scirrhous, eight gelati- 
nous, eight medullary, and two colloid carcinomata. 

Of the 172 patients subjected to a radical opera- 
tion, thirty (17.5 per cent) lived longer than three 
years, and of these, seven lived longer than ten years. 
Of the 107 patients who were discharged cured after 
a radical operation, forty-nine were traced. Of these, 
60.8 per cent lived longer than three years and 34.6 
per cent longer than ten years. These figures do not 
include the primary mortality nor that of patients 
unaccounted for. HINTZE (Z). 
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Maes, U., and Rives, J. D.: An Operation for Com- 
plete Prolapse of the Rectum. Surg., Gynec. & 
Obst., 1926, xlii, 594. 

l'rolapse of the rectum is usually defined as any 
protrusion of the entire circumference of the rectum 
through the anus. It is complete when all of the 
coats of the bowel are involved. Three degrees of 
prolapse are differentiated: (1) that in which the 
mucous membrane of the anus descends with the 
prolapse; (2) that in which the anal ‘canal is not 
involved; and (3) that in which the inversion begins 
at or somewhere near the rectosigmoid juncture and 
does not protrude from the anus. 

Numerous operations have been devised for the 
cure of rectal prolapse, but none has proved entirely 
satisfactory. They include excision of the offending 
organ either totally or in part; suspension of the 
bowel within the abdomen with or without oblitera- 
tion of the cul-de-sac; fixation of the rectum to the 
sacrum and coccyx, usually combined with shorten- 
ing of the external sphincter (a procedure which is 
rather generally favored); plication, wedge-shaped 
excision, excision of the mucous membrane, and 
similar methods designed to shorten or narrow the 
gut, all of which are of value only in simple cases; 
and plastic restoration of the pelvic supports 
(usually limited to narrowing of the external 
sphincter). 

Maes and Rives have developed a plastic opera- 
tion on the levatores ani and pelvic fascia which is 
based on the assumption that the cause of complete 
prolapse of the rectum is an abnormally deep cul-de- 
sac associated with relaxation of the lateral liga- 
ments, the levatores ani, and the sphincter ani. 

With the patient in the lithotomy position the 
prolapse is reduced and an inverted Y incision is 
made, the arms of which embrace the anus. This is 
then deepened to expose the external sphincter. The 
anobulbar raphe is cut across, the sphincter being 
thus freed from the central tendon of the perineum. 
The anterior quadrant of the external sphincter is 
then excised and the muscle immediately sutured 
end-to-end with U sutures of chromicized gut. 

The incision is next deepened to expose the levator 
ani and the medial margins of the latter are sep- 
arated by blunt dissection with scissors, With a 
finger or a pack in the rectum as a guide, the ante- 
rior and lateral walls of the rectum as far as the later- 
al ligaments are exposed. This is best done by blunt 
dissection with a gauze-covered finger. The prostate 
and seminal vesicles are pushed forward. 

If the cul-de-sac is abnormally deep, the reflection 
of peritoneum from rectum to prostate will then be 
encountered and is carefully pushed up until the 
prostate is exposed in front, and the adventitia of 
the rectum, as far as the finger will reach, is exposed 
behind. ‘The superior surface of the levator ani, 
covered by the pelvic fascia, then forms the lateral 
wall of the space. 

Beginning at the apex of this artificial vagina, 
sutures are introduced to approximate the levatores 
and suspend the rectum. Chromicized catgut on full 


curved round needles is used. A deep bite having 
been taken in the levator and fascia on the right, the 
needle is carried down an inch or an inch and a half 
and several transverse stitches are taken across the 
lateral and anterior aspects of the rectal wall. From 
this point the needle is carried up to a point on the 
left levator, corresponding to the first bite on the 
right, and a similar stitch is taken here. Three or 
four sutures of the same type are inserted at short 
intervals until the free margins of the levatores are 
reached. 

Each of these sutures, when tied, approximates 
the levatores ani, suspends and plicates the rectum, 
and closes the depth of the cul-de-sac. A last suture 
approximates the free margins of the levatores but 
does not pick up the rectum. This permits the anus 
to be thrown backward with the result that the 
normal backward angulation of the anal canal is 
reproduced. 

When relaxation of the pelvic floor is extreme, it 
may be necessary to supplement this procedure by 
fixing the posterior wall of the rectum according to 
the method of Tuttle. Mucous membrane prolapse 
may mar an otherwise perfect result, but this 
may be easily corrected by linear cauterization or 
excision. Morris H. Kann, M.D. 


Goullioud: Late Results Following Abdomino- 
perineal Excision of Cancer of the Rectum; 
Concomitant Hysterectomy (Résultats Goignés 
dans V’amputation abdominopérinéale du rectum 
cancéreux; de ’hystérectomie concomitante). Bull. 
el mém, Soc. nal. de chir., 1925, li, 1031. 

The author reviews twenty-eight cases of cancer 
of the rectum. Twenty-six of the patients were 
females. Five of the women and one man died soon 
after the operation. The late results in nineteen 
cases were recurrence and death before three years 
in nine cases, late recurrences in from three to seven 
years in five cases, and a cure continuing after four 
and one-half, five, six, eleven, and twenty-six years 
respectively in five cases. 

A wide resection of from 30 to 59 cm. was done 
after stripping of the mesorectum close to the sac- 
rum. Nevertheless the incidence of recurrence was 
high even after a large abdominoperineal amputa- 
tion. In the cases of women the author has per- 
formed a hysterectomy only when there has been 
infiltration of the posterior parametrium or danger 
of it. 

In many specimens the tumor adhered to the 
cul-de-sac. In twelve cases of abdominoperineal 
amputation combined with hysterectomy in which 
the uterus and part of the vagina were removed with 
the tumor there were four operative deaths, four 
recurrences with death before three years, two 
late recurrences after five and three-fourths and 
six years, and two cures for ten and eleven years 
respectively. 

The author considers that hysterectomy is unnec- 
essary in the case of young women in whom the 
cancer is well away from the uterus, and in the cases 
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of aged women with small senile uteri which will 
protect against extension of the cancer to the para- 
metrium. When there are old salpingitic adhesions 
the performance of a hysterectomy prolongs the 
abdominal part of the operation and may induce 
fatal operative shock. In such cases a two-stage 
operation is preferable. 

In the first step of an abdominoperineal amputa- 
tion of the rectum with hysterectomy, two abdominal 
incisions are made, a midline lower abdominal inci- 
sion for exploration and pelvic procedures, and an 
incision in the left iliac fossa three fingerbreadths 
from the anterior superior iliac spine for an artificial 
anus. 

Through the midline incision the hypogastric 
arteries are then ligated. The pelvic colon is divided 
with the cautery toward the right lateral pelvic wall 
and the divided ends are buried by pursestring 
sutures. If the pelvic colon is not involved, it is con- 
served. The posterior surface of the rectum is stripped 
away from the sacrum, the uterus is separated from 
the bladder, the ureters are isolated, and the blood 
vessels to the uterus are ligated. The detached 
rectal stump and the freed uterus are then pressed 
down into the pelvis and the peritoneal cavity is 
closed over them by peritonization with the con- 
served pelvic colon. 

The midline incision is closed in one plane with 
a strong metallic suture. 

In the second step of the operation the colon is 
fastened into the incision in the left iliac fossa by 
transfixing its mesentery. 

In the third step the anus and posterior vagina are 
circumscribed by a large oval incision which passes 
backward behind the anus and forward on the 
anterior uterus. Only the anterior walls of the vagina 
remain. Laterally the incision penetrates well into 
the ischiorectal fossa. Through this large opening 
the entire mass of the rectum and uterus and a large 
part of the vagina are easily withdrawn in one piece. 
The ureters, isolated during the abdominal opera- 
tion, are pushed back with the bladder. The perineo- 
vaginal breach is incompletely closed and lightly 
packed. 

Schwartz emphasizes the importance of a large 
resection of the vagina or preferably of the recto- 
vaginal septum. It is wise also to make a large 
excision of the peritoneal cul-de-sac of Douglas 
which is often infiltrated and adherent to the 
neoplasm. 

The author has performed these very extensive 
intestinal resections with hysterectomy through a 
dilated anus. As a rule he has dilated or divided and 
resutured the sphincter, but when this is done, 
secondary cicatricial strictures may require the 
formation of an iliac anus several months or years 
later. On the other hand, the left iliac anus is well 
supported. 

The patient must himself care for the intestine 
regularly and wear a hernia-type bandage and a pad 
without the container, using the bag only for periods 
of diarrhoea. 


When, in the perineal stage of the operation, it is 
seen that the traction necessary to bring the colon 
down into the perineal or transanal wound would be 
such as to cause gangrene, it is sufficient to close and 
leave the gut stump. A certain length of colon 
as a pouch may be left below the iliac anus. Good 
evacuation is assured by a double anus. ‘The 
preservation of part of the pelvic colon assists in 
forming the double anus and facilitates the pelvic 
peritonization. 

Early diagnosis is the most important factor for 
the cure of cancer of the rectum. A cure should not 
be considered permanent before the fifth or sixth 
year. Wa ter C. Burkert, M.D. 


Cazin: The End-Results of Resection of Carcinoma 
of the Rectum (Resultats eloignés de l’extirpation 
du cancer du rectum). Paris chir., 1925, xvil, 281. 

Cazin states that in carcinoma of the rectum 
radium irradiation is curative in only very rare cases 
but is helpful when it is used in conjunction with 
surgical treatment. Proust, Rubens, Duval, Oppert, 
Bayet, Neumann, Caryn, Kelly, and others agree 
that all cases Of rectal malignancy should be turned 
over to the surgeon. 

In operable cases without cachexia or metastases, 
Neumann performs a preliminary colostomy, follows 
this by ifradiation, and resects the lesion from three 
to four weeks later. Schwartz makes a permanent 
artificial anus and widely resects the entire pelvic 
part of the involved gut. He spares the pelvic por- 
tion of the rectum only when the malignancy is in 
the sigmoid or higher. 

The author strongly favors the treatment outlined 
by Cuneo and Lecéne, whose abdominoperineal oper- 
ation permits total resection of the diseased se zment 
and the rectosigmoid mesentery with its glands. The 
treatment of these lymphatics cannot be satisfac 
torily performed by the perineal or the sacral route 
combined with the perineal route. 

The incidence of recurrence following the Lisfranc 
amputation for rectal carcinoma is given by Berg- 
mann as 72 per cent and by Czerny as 78 per cent, 
while recurrence following the operation by the 
coccygeal route is given by Kocher as 31 per cent and 
by Czerny as 76 per cent. After the use of the sacral 
route, the incidence of recurrence is 50 per cent 
according to Kocher, 62.5 per cent according to 
Kraske, and 77.7 per cent according to Czerny, 
while after the combined method it is 18 per cent 
according to Cuneo, 16 per cent according to Villard, 
10 per cent according to Mocquot, and 12.5 per cent 
according to Schwartz. 

The incidence of recovery following the combined 
operation is given by Cuneo as 45.5 per cent; by 
Tixier as 46 per cent; by Brin as 38 per cent; by 
Schwartz as 37 per cent; and by Gaullioud as 35.7 
per cent. 

The operative mortality is little affected by the 
type of operation, but better results will be obtained 
by a more careful determination of the operability 
of cases. Antony F. Sava, M.D. 
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LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Villegas, R. R.: A Hydatid Cyst of the Liver Open- 
ing into the Bile Passages and Causing the 
Formation of a Choledochocutaneous Biliary 
Fistula (Quiste hidatidico del higado abierto en las 
vias biliares; fistula biliar colédococuténea consecu- 
tiva). Semana méd., 1926, xxxiii, 287. 


In a case operated upon for hydatid cyst of the 
under surface of the liver a fistula opening upon the 
skin of the epigastrium was formed. As a rule this 
fistula drained a scanty bile-tinged, mucoid secre- 
tion, but at intervals, without relation to any deter- 
minable cause, a copious biliary discharge occurred 
which lasted for a few days and was preceded by 
slight fever, depression, and pain in the right side 
of the epigastrium. 

The fistulous tract was excised at a second opera- 
tion. It was 12 cm. long, bisaccular, and 2 cm. wide 
at its narrowest point. Its walls were 1 cm. thick 
and covered by a smooth lining of mucous mem- 
brane. It led from the common bile duct at a point 
opposite the insertion of the cystic duct, and was 
attached by adhesions to the stomach, pylorus, 
duodenum, lesser omentum, and the left lobe of the 
liver. The stump of the fistula was ligated, the 
apparently normal gall bladder excised, and drain- 
age established by the insertion of a Kehr tube. 

Seven months later the wound was definitely 
closed and recovery was complete except for the 
tendency of the contents of the epigastrium to 
protrude between the rectus muscles. 

Joun W. Brennan, M.D. 


Counseller, V. S., and McIndoe, A. H.: Primary 
Carcinoma of the Liver. Arch. Int. Med., 1926, 
XXXVIl, 363. 

The authors report a clinicopathological study of 
five cases of primary carcinoma of the liver found in 
5,976 cases coming to autopsy in the Mayo Clinic. 
During the same period of time, 220 cases of second- 
ary carcinoma of the liver and 127 cases ‘of portal 
cirrhosis were seen. Therefore, there was one case of 
primary carcinoma of the liver to every forty-four 
cases of metastatic growth and to about twenty-five 
cases of cirrhosis. The subjects were males ranging 
in age from 44 to 63 years. 

The clinical diagnosis in this condition is usually 
cirrhosis of the liver. The cases fall into two main 
groups, those with an indefinite history of symptoms 
of cirrhosis extending over a long period with a sud- 
den exacerbation and death within four months, and 
those with a rapidly progressive course lasting from 
three weeks to four months. Three of the cases 
reviewed were of the former type and two of the 
latter. 

Jaundice was slight or moderate in all cases. 
Ascites was marked in three and practically absent 
in two. (Edema was rarely extreme and often 
absent. The spleen was enlarged in three cases. The 
authors emphasize the necessity for a careful search 
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for a primary focus, especially in the suprarenals, 
breasts, kidneys, and gastro-intestinal tract, and 
point out the features distinguishing the primary 
and secondary forms. 

The tumors are grouped according to the classifi- 
cation of Yamagiwa into hepatomata arising from 
the liver cells and cholangiomata arising from the 
bile ducts. In the cases reviewed there were four 
hepatomata, and one cholangioma. Of the former, 
two were massive, one was nodular, and one was 
diffuse. The cholangioma also was diffuse. <A 
description of the microscopic appearance of each 
type is given. Metastasis by direct extension 
occurred in only two cases, this bearing out the 
usual finding that these tumors do not metastasize 
easily. 

Cirrhosis of the portal type was proved micro- 
scopically to have preceded the onset of carc’n »m- 
atous change and was found in all cases. 

The authors discuss the relationship between 
hyperplastic, adenomatous, and carcinomatous 
changes in the cirrhotic liver, and draw the conclusion 
that from 3 to 4 per cent of cases of cirrhosis of the 
liver, particularly of the portal type, will becom: 
carcinomatous. 

A review of the literature is given, with a consider- 
ation of twenty-one cases reported since 1922. 


Matthews, A. A.: The Pathology and Diagnosis of 
Cholecystitis. Northwest Med., 1926, xxv, 171. 


The embryology, histology, lymphatics, and physi- 
ology of the gall bladder are discussed. 

Matthews believes the gall bladder should be 
drained only when a more formidable procedure, 
such as cholecystectomy, is not warranted. A gall 
bladder which has been subjected to cholecystotomy 
is a liability rather than an asset. He does not regard 
Lyon’s drainage as of much diagnostic aid. 

The main points in the article are summarized as 
follows: 

1. The mucous membrane of the gall bladder is 
especially well constructed and arranged for 
absorption. 

2. The lymphatic system of the gall bladder is 
very extensive and intimately connected with that 
of the liver, pancreas, and appendix. 

3. Comparative anatomy shows many different 
locations of the gall bladder in certain species; also 
irregularity of the ducts. 

4. The physiology of the gall bladder is not 
definitely settled in many respects. 

5. Gall-bladder bile is much more concentrated 
than liver bile. 

6. The gall bladder has a contractile power which 
is greatly influenced by the duodenal contents; also 
a mucus secretion. 

7. Cholecystectomy is the operation of choice in 
all gall-bladder diseases. Removal of the gall bladder 
does not cause functional disturbances since the 
operation is followed by a compensatory dilatation 
of the extrahepatic ducts. 

8. Hyperbilirubinamia can be detected early. 
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g. Cholecystitis precedes cholelithiasis and hepa- 
titis precedes often cholecystitis. Cholecystitis is 
practically always associated with hepatitis and often 
with pancreatitis. 

10. Cultures of the gall-bladder contents are often 
negative, but organisms can be grown from the gall- 
bladder wall. The bacillus coli and streptococci are 
the organisms most commonly found. 

11. Pure cholestrol stone may occur in the gall 
bladder without infection. 

12. The X-ray is of great aid in the diagnosis 
since the Graham method has been established. 

13. Considerable dependence should be placed 
upon the clinical history. Direct inspection and 
close observation of local conditions are important 
in the diagnosis. 

14. Drainage following cholecystectomy increases 
the safety of the operation. 

15. Jaundice greatly increases the hazard of oper- 
ation; there is danger of failure of liver function and 
haemorrhage. Car R. Steinke, M.D. 


Floercken, H.: Acute Cholecystitis Following 
Resection of the Stomach (Ueber akute Ent- 
zuendung der Gallenblase nach Magenresektionen). 
Beitr. z. klin. Chir., 1925, exxxiv, 527. 

When, in operations on the stomach, the gall 
bladder is found markedly pathological, it is general- 
ly removed. Cases in which the gall bladder first 
becomes acutely inflamed following a gastric resec- 
tion are rare. Floercken reports two such cases. 

The first case was that of a man 38 years of age 
who was subjected to a Billroth I operation. Eight 
months later a second intervention, necessitated by 
marked sensitivity to pressure and rigidity in the 
upper right quadrant, revealed empyema of a very 
tense gall bladder. Because of the patient’s poor 
condition, only incision of the fundus was done. 
Large quantities of a caviar-like biliary mucus were 
found in the region of the neck of the gall bladder. 
Drainage was followed by recovery. 

The second case was that of a 25-year-old man 
upon whom an anterior gastro-enterostomy was 
performed for duodenal ulcer. Nineteen months 
later a resection was done for an anteriorly pene- 
trating peptic ulcer of the jejunum. Twelve days 
after the second operation the patient complained 
of pain in the right upper quadrant of the abdomen 
and in the back. At a third operation, performed 
eighteen days later, the gall bladder was found filled 
with purulent bile. Cholecystostomy was followed 
by recovery. 

The author attributes the inflammation of the 
gall bladder in such cases to infection of the duo- 
denal stump. He calls attention to the discovery in 
his first case of gall-stone formation which was cer- 
tainly not present at the time of the first operation. 
Only Haberer has repoited a similar case. In this 
instance, severe degenerative cholecystitis with a 
large perforation but without stone formation, 
developed six weeks after a Billroth I operation. 

BupbpE (Z). 


Hurst, A. F.: The Treatment of Cholecystitis and 
the Prevention of Gall Stones. Lancet, 1926, 
ccx, 966. 


The diagnosis of cholecystitis is made from the 
history and the findings of the physical examination, 
the Lyons and Van den Bergh tests, and cholecystog- 
raphy. 

As Knott has found that urotropin has an anti- 
septic effect in alkaline bile, the author gives roo gr. 
of urotropin three times a day preceded by a dram 
each of sodium bicarbonate and potassium bicar- 
bonate. 

Hurst discusses the surgery of the gall bladder, 
the use of an autogenous vaccine from the infected 
bile, the elimination of focal infection, non-surgical 
biliary drainage, and regulation of the diet. 

The best preventive of gall stones is treatment 
designed to relieve the cholecystitis. 

J. Frank Dovucury, M.D. 


Pamperl, R.: The Treatment of Idiopathic Cyst of 
the Common Bile Duct (Zur Behandlung der idi- 
opathischen Choledochuscyste). Med. Klin., 1925, 
xxi, 1008. 

The etiology of idiopathic cyst of the common bile 
duct has not yet been fully explained. The cyst has 
been regarded as a diverticulum, an accessory gall 
bladder, a dilatation caused by obstruction, etc. 
There is general agreement, however, that it is con- 
genital and as a rule is manifested clinically in the 
first decade of life. Up to the present time, fifty- 
eight cases have been reported. The operative mor- 
tality was 66 per cent. In only one case was the 
diagnosis made before operation. 

In the treatment, an anastomosis between the 
cyst and the intestinal tract may be considered if 
extirpation of the cyst is impossible as is usually the 
case. Such an anastomosis is usually very difficult 
because the cyst is retroperitoneal and only slightly 
movable. Because of the danger of infection, the 
more deeply lying intestinal loops should not be used. 
If the gall bladder is congested, as in eleven of the 
reported cases, it is advisable to anastomose it to 
the duodenum. The danger of an ascending infection 
following this procedure seems to be slight. Chol- 
awmic hemorrhages and secondary hemorrhages are 
best combated by early operation. As a last resort, 
blood transfusion is to be considered. 

A case successfully operated upon is reported. The 
patient was a woman 23 years of age who had had 
attacks of icterus since childhood. In 1923 an opera- 
tion was performed for cholamic hemorrhage. 
When the congested gall bladder was punctured a 
retroperitoneal cystic tumor was also evacuated. A 
cholecystoduodenostomy was done. One and a half 
months after the operation the patient developed an 
external biliary fistula which drained foul-smelling 
bile. 

A second operation revealed a cystic mass con- 
taining bile and pus. This mass was drained. The 
fistula closed fourteen months later and complete 
recovery resulted. Koenie (Z). 
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Seulberger, P., and Pollwein, O.: The Healing 
Processes in Defects of the Common Duct and 
in Artificially Produced Bile Passages (Dic 
Heilungsvorgaenge an Choledochusdefekten und an 
kuenstlich hergestellten Gallenwegen). Beitr. 2. klin. 
Chir., 1925, €XXXV, 203. 


The authors attempted to determine whether 
artificially produced biliary passages formed by the 
proliferation of granulations around a prosthesis 
become lined with epithelium. They were led to 
this investigation by three clinical cases, in one of 
which a permanent result was obtained —a_per- 
manently functioning anastomosis between the 
common duct and the duodenum —by means of a 
T-drain left in situ with its short branch in the bile 
duct and its long branch serving as the passageway 
into the duodenum. 

In their first series of experiments, which were per- 
formed on four dogs, a 1-cm. segment was removed 
from the anterior wall of the common duct, a rubber 
prosthesis placed in this area, and the defect then 
covered with omentum. ‘Two of the animals died. 
In the two which lived ninety-one and one hundred 
and thirteen days respectively after the operation, 
only a cicatricial tissue without an epithelial covering 
was found. ‘The characteristic common duct glands 
ceased at the edge of the defect and had made only a 
feeble attempt to epithelialize the granulation tissue 
filling the defect. 

In a second series of experiments the common duct 
was resected close to its entrance into the duodenum 
and a small drainage tube inserted into it and fixed 
with a silk ligature after burial of the peripheral 
stump. ‘The free end was then conveyed to the 
stomach by means of an oblique fistula. The space 
bridged between the central common duct stump and 
the beginning of the gastric fistula was between 4 and 
5 cm. in length. An omental cuff was again used as a 
covering. In two animals which survived the opera- 
tion sixty-three and one hundred and twenty-six 
days respectively, it was again established that the 
developing granulations showed no trace of epitheli- 
alization. 

In a third series of experiments a choledochoduo- 
denostomy was done with the insertion of a rubber 
prosthesis. Several of the animals died of a cage 
infection. One survived the operation twenty-nine 
days and one was killed after seventy days. Neither 
from the duodenum nor from the common duct was 
there any epithelial regeneration; on the contrary, 
at the points at which the passage covered by 
granulation tissue opened into the two structures a 
stenosis was found. Buppe (Z). 


Ivy, A. C.: Contributions to the Physiology of the 
Pancreas. V. The Causes of External Pancre- 
atic Secretion and the Mechanisms Concerned. 
Ann. Clin. Med., 1926, iv, 708. 

In discussing the phases of external pancreatic 
secretion the author states that he believes there is a 
cephalic phase, but as yet there is no evidence of a 
gastric phase. 
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To determine the existence of an intestinal phase, 
studies were made on dogs in which the tail of the 
pancreas had been transplanted to the region of the 
mammary gland and a Thiry jejunal fistula had been 
established. It was found that the transplant 
secreted continuously, and that the secretion was 
definitely stimulated when a meal was injected into 
the fistula. This not only proved the existence of an 
intestinal phase but further qualified that phase as 
a humoral reaction. 

A hormone mechanism was proved by the fact 
that increased external pancreatic secretion followed 
the application of N-1o and N~-100 hydrochloric acid 
to the mucosa of the intestine through the Thiry 
fistula. Antuony F. Sava, M.D. 


MISCELLANEOUS 


Free Gas in the Abdominal Cavity 


1925, 


Laurell, H.: 
(Freies Gas in der Bauchhoehle). Acta radiol. 
iv, 590. 

The roentgenological demonstration of free .;1s in 
the abdominal cavity may be a valuable aid in the 
diagnosis of peritonitis due to the perforation of a 
gas-containing part of the stomach or intestines, but 
as free gas may occur in the abdominal cavity as the 
result of other conditions, the history, clinical data, 
and other roentgen signs must be taken into con- 
sideration. 

Free gas may be present in the abdominal cavity 
following an abdominal operation and after the 
induction of pneumoperitoneum. It may be liberated 
also by the bursting of gas bubbles in pneumatosis 
cystoides of the intestines or of other interstitial 
subserous bubbles. 

According to Stegemann, it may be produced in 
large amounts by bacteria. It may occur also when 
a gas abscess or gas phlegmon is formed in the liver 
as the result of the penetration of the organ by a 
projectile and when the peritoneum shows an in- 
flammatory irritation of a small and limited area. 

On superficial examination, intestines lying be- 
tween the diaphragm and the liver may lead to 
confusion with free gas. Such an interposition may 
arise not only when some part of the gut is abnor- 
mally distended with gas, but also when there are 
intramural gas bubbles as in pneumatosis cystoides. 
Confusion may be caused also by subserous bubbles 
sometimes formed below the diaphragm in pneuma- 
tosis, by subdiaphragmatic interstitial emphysemal 
bubbles of other origin, and by retroperitoneal gas 
phlegmons which extend as far as the undersurface 
of the diaphragm. 

The author suggests the possibility that occasional 
small air bubbles remaining in the abdominal cavity 
after an operation or formed there as the result of 
perforation may cause the spread of bacteria in the 
abdominal cavity by their movement from one area 
to another when the position of the body is changed. 

In diffuse peritonitis with free gas the X-ray may 
reveal a decrease in the movement of the dia- 
phragm, a secondary pleurisy (which is often very 
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slight but none the less important), intestinal ob- 
struction, and signs of slight exudation in the abdom- 
inal cavity. 

The roentgen examination for free gas can be car- 
ried out quickly and with little discomfort. It is 
necessary only to turn the patient on one side (if 
possible, the left side), and to transilluminate or 
make a roentgenogram of the highest part of the 
abdomen with the rays horizontal. 


Duncan, J. W.: Urgent Surgery of the Abdomen. 
Nebraska State M. J., 1926, xi, 93. 


In cases of ‘acute surgical abdomen” there is 
usually a history of a sudden sharp pain in the 
abdomen followed by vomiting and the failure of 
cathartics to give relief. However, surgery is not 
indicated in every case of abdominal ache with a 
slightly elevated pulse and temperature and more or 
less abdominal tenderness and rigidity. Such condi- 
tions often turn out to be pneumonia, kidney colics, 
and menstrual disturbances. ‘Therefore too great 
haste in operating is to be avoided. We know, how- 
ever, that the inflamed appendix may rupture, a 
peptic ulcer may perforate, the gall bladder may 
become gangrenous, or the bowels may twist and 
become obstructed, and that such conditions have a 
high mortality if treatment is delayed. The patient’s 
history and the statements of his family physician 
with regard to previous illnesses will aid in the 
diagnosis. 

The advances made in laboratory diagnosis avail 
little in the treatment of acute abdominal conditions. 
The patient should not be subjected to an X-ray 
examination of the intestines, but a urinary exami- 
nation should always be made. Consideration of the 
pulse, temperature, and respiration in conjunction 
with the findings of palpation is more reliable than 
all diagnostic refinements, and clinical judgment is 
safer than any group of laboratory measures. 

Traumatic injuries are divided into the penetrat- 
ing and the non-penetrating. Because of profound 
sympathetic vasomotor injury, some penetrating 
injuries may produce all of the signs and symptoms 
of an intra-abdominal injury. In such cases surgery 
is contra-indicated. 

Attention is called to the fact that children are 
easily shocked, but recuperate quickly. 


Gunshot and stab wounds demand exploration. 
In all cases of gunshot wounds of the chest the 
abdomen should be opened unless a wound of exit 
shows that the bullet did not enter the abdomen. 
Wounds of the liver and spleen should not be mo- 
lested by an attempt to control oozing as this effort 
is useless and may increase the haemorrhage. 

In non-traumatic surgical conditions of the abdo- 
men the appendix is most frequently the cause. 
Attention is called to the fact that pain in the 
abdomen accompanied by diarrhoea is rarely due to 
an inflamed appendix. Disease of a high appendix 
may be confused with gall-bladder disease, and dis- 
ease of a low appendix with disease of the female 
pelvic organs. A diseased appendix overlying the 
ureter or with its tip at the fundus of the bladder 
will cause urinary and bladder disturbances. 

In children. the differential diagnosis of pneumo- 
nia and appendicitis is difficult. ‘The blood count is 
of value as a marked leucocytosis with a large poly- 
morphonuclear percentage favors the former. 

Gall-bladder surgery is seldom urgent as gall 
bladder disease is slow to cause perforation and the 
anatomical surroundings of the gall bladder are 
excellent for protection. Empyema and rupture of 
the gall bladder require only local drainage. 

The perforation of a gastric or duodenal ulcer is a 
grave abdominal emergency. ‘The diagnosis is 
usually made easily. Simple closure of the perfora- 
tion is generally sufficient, but some surgeons do a 
posterior gastro-enterostomy. 

In acute pancreatitis, immediate drainage of the 
gall bladder or puncture of the gland is indicated. 
Intussusception, which is fairly common in children, 
calls for immediate reduction and resection. Acute 
intestinal obstruction has a mortality of 45 per cent. 
Prolonged search for the site of obstruction is contra 
indicated. Relief of the distention and drainage of 
the gut is all that can be safely undertaken. 

Emphasis is placed upon abdominal migraine 
which simulates very closely acute surgical lesions of 
the abdomen. ‘The attacks come on suddenly with 
severe intermittent pain, the vomiting of bile, ab- 
dominal tenderness, and constipation. The author 
believes it is due to a disturbance of the sympathetic 
nervous system. Its treatment is non-surgical. 

Merve R. Hoon, M.D 
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UTERUS 


Seymour, H. F.: A Method of Endoscopic Examina- 
tion of the Uterus, with Its Indications. Proc. 
Roy. Soc. Med., Lond., 1926, xix, Sect. Obst. & 
Gynic., 74. 

For examinations of the interior of the uterus 
the author has devised an endoscopic tube he calls 
a “hysteroscope.” He has used this instrument in 
thirty cases. ‘The examination is made under 
general anesthesia with the cervix dilated. ‘The 
field of vision is kept clear by means of a suction 
apparatus connected with the hysteroscope. ‘The 
instrument may be used also for the removal of 
tissue for diagnosis. Harry W. Fink, M.D. 


Moench, G. L.: Cervicitis, Erosion and Laceration 
of the Cervix Uteri from the Standpoint of 
Pathology. Am. J. Obst. & Gynec., 1926, xi, 453. 

The author claims that the so-called congenital 
erosion due to an anomaly of growth of the columnar 
and squamous epithelium at the external os of the 
uterine cervix should be called “congenital pseudo- 
erosion.” 

Inflammation of the cervix may be acute or 
chronic. ‘The acute form either heals quickly or 
becomes chronic. ‘The histological changes in all 
cases of cervicitis except those due to syphilis, tuber- 
culosis, and one or two other rare forms, are the 
same. With the exception of a specific form of 
cervical gonorrhoea which is characterized by the 
formation of pointed condylomata of the cervix, 
gonorrhoeal infection usually does not produce a 
definitely characteristic clinical picture. 

The term ‘‘endocervicitis” should be replaced by 
the term ‘‘cervicitis’’ as the latter more ‘accurately 
describes the morphological changes. 

The inflammatory erosion of the cervix has a stage 
of true erosion and three stages of healing. It is first 
covered by no epithelium at all, then by columnar 
epithelium, and in the last two stages by squamous- 
cell epithelium. 

An ectropion may be due to marked and especially 
acute inflammation (inflammatory ectropion) or to 
laceration and eversion of the cervical lips (lacera- 
tion ectropion). The type of epithelium found in a 
so-called erosion is no criterion as to whether the 
process is an erosion or an ectropion. This may be 
difficult to decide even with the use of the micro- 
scope. 

Nabothian cysts may be due to inflammation and 
obstruction of gland ducts or the closure of such 
ducts by pressure from an inflammatory reaction as 
in erosions in the first stage of healing. They may 
arise also from glands whose ducts are covered by 
squamous-cell epithelium in the second stage of 


healing of an erosion, or from traumatically displaced 
and buried islands of columnar or squamous-cell 
epithelium. The last origin is usually the result of 
lacerations of the cervix. E. L. Cornett, M.D. 


Meyer, R.: Blood- and Lymph-Vessel Proliferations 
in the Uterine Musculature: Telangiectasis 
and Hemangioma, Angiohyperplasia and 
Angio-Adenomyohyperplasia, and Lymphangi- 


ocystofibroma of the Uterus (Ueber Blut- und’ 


Lymphgefaesswucherungen in der Uterusmuskula- 
tur: Teleangicktasie und Haemangiome, Angio- 
hyperplasie und Angioadenomyohyperplasie, und 
Lymphangiocystofibrom des Uterus). Arch. f. 
Gynack., 1925, Cxxvi, 609. 

Meyer reports four cases of hamangiectatic foc 
which appeared macroscopically as blood red spots 
in the inner muscle layers of the uterus and micro- 
scopically were not sharply defined, in one case 
extending to the mucosa. ‘The diagnosis was 
“intramural submucous vascular naevus of the 
uterus.”’ It must be determined by further investi- 
gation whether these foci are congenital malforma- 
tions or whether, when they are found in the region 
of the placenta, they belong to the larger angioma- 
tous proliferations which sometimes complicate 
pregnancy. The literature of such cases is discussed. 
Another question to be answered is whether the 
small vascular proliferations are due to placentation. 
Up to the present time they have not been observed 
or have not been looked for in young nullipara. 

The author reports also a case of adenomyosis of 
the uterus which was partly angiomatous. The 
abnormal vascular region, a mass of rather thick- 
walled vessels, was more easily penetrated by 
the adenomatous proliferation than the rest of the 
muscular wall. The angiomatous part of the 
adenomyoma was a peculiar local manifestation of 
an otherwise ordinary heterotopic hypertrophy of 
the mucous membrane. 

The term “‘angiomyohyperplasia of the uterus”’ is 
applied to a diffuse change in the inner muscle layers 
of the body of the uterus which consisted of hyper- 
plasia of the muscle cells and was characterized 
especially by a very scattered infiltration by count- 
less vessels of medium size and cellular proliferation 
of all layers of the vessel wall. For the most part it 
was the small vessels which caught the eye because of 
the presence of numerous endothelial cells and irreg- 
ular proliferations. The woman suffered from severe 
hemorrhages, but previously had had normal men- 
struation and normal childbirths. It therefore may 
be assumed that this was a later condition, perhaps 
an unusual sequela of pregnancy. 

Another growth described was a “lymphangioma’ 
or “lymphangiocystofibroma ” of the uterine muscu- 
lature. This neoplasm measured 4 by 6 cm. and 
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invaded the mucosa opposite the placental site in a 
case of placenta previa in which premature separa- 
tion of the placenta with bleeding necessitated a 
cesarean section at the end of thirty-six weeks. 
Fibromatous proliferations projected into larger 
lymph cysts, and smaller lymph cysts and lymph- 
angiectases infiltrated a nodular fibromatous tumor. 
In conclusion the author states that an explana- 
tion of the described formations in their relation to 
pregnancy is desirable. Mever (G). 


Clark, J. G., and Keene, F. E.: Clinical Mani- 
festations of Myoma Uteri. Surg. Clin. N. Am., 
1926, vi, 05. 

Clark, J. G., and Norris, C. C.: Case of Small 
Uncomplicated Myoma Producing Bleeding. 
Surg. Clin, N. Am., 1926, vi, 66. 

Clark, J. G., and Keene, F. E.: Irradiation of 
Myoma Uteri. Surg. Clin. N. Am., 1926, vi, 67. 

Clark, J. G., and Block, F. B.: Summary of Results 
in Cases of Myoma Uteri. Surg. Clin. N. Am., 
1920, V1, 73. 

KEENE stated that when uterine bleeding occurs 
in the case of a woman 47 years of age, the most 
probable diagnosis is carcinoma of the cervix, the 
next most probable, myoma, and the third most 
probable, myopathic hamorrhage. 

Norris reports a case of small uncomplicated 
myoma causing haemorrhage and emphasizes the 
necessity for accuracy in the diagnosis. Intra-uterine 
irradiation should always be preceded by a thorough 
curettage to exclude fundal carcinoma. Fifty milli- 
grams of radium properly screened and enclosed in a 
rubber tube cut 1 in. longer than the depth of the 
uterine cavity is placed in the fundus of the uterus 
and the lower end of the tube is stitched with a 
temporary suture to the cervix. Ninety-six per cent 
of cases of benign haemorrhage so treated have been 
permanently cured. The standard dose employed 
for benign haemorrhage in patients 40 years of age or 
over is 1,200 mgm.-hrs. 

KEENE states that in his opinion the ideal case for 
irradiation is that of the woman in the fifth decade 
of life who is suffering from menorrhagia without any 
grossly demonstrable pathological lesion, a condition 
often designated-as “‘myopathic hemorrhage.” In 
from 95 to 98 per cent of such cases one full applica- 
tion has been sufficient. 

Irradiation treatment is contra-indicated by 
tumors larger than a three months’ pregnancy; 
rapidly growing tumors; symptoms other than ab- 
normal menstruation, particularly pressure symp- 
toms; pelvic pain due to associated adnexitis, degen- 
eration within the tumor, or adenomyomata; pe- 
dunculated tumors; a demonstrable adnexal growth; 
marked anamia which cannot be explained by 
the bleeding from the tumor; the cases of young 
women in which a premature menopause is to be 
avoided if possible; distortion of the uterine cavity; 
an uncertain diagnosis; the cases of nervous women 
in whom a premature menopause would have most 
unfavorable effect; the cases of patients with radio- 
phobia. 


In not a single case treated with radium has 
sarcoma developed subsequently. 

BLock summarizes the results obtained in 436 
cases of myoma of the uterus which were treated in 
Clark’s clinic in the period from 1922 to 1924. In 
fourteen of these 436 cases operation was refused or 
delayed on account of some constitutional contra- 
indication. Of the remaining 422 cases, 267 (63 per 
cent) were subjected to operation and 155 (36 per 
cent) to irradiation. 

The most common associated pelvic condition was 
inflammatory disease, and the next most common 
ovarian cyst. 

The tendency in Clark’s clinic is to perform more 
myomectomies and fewer total ablations of the 
ovaries. If the ovaries are healthy, they are usually 
conserved unless the patient is well past the meno- 
pause. In only 20.6 per cent of the cases were both 
ovaries sacrificed, and in nearly one-half of these 
cases there was associated pelvic inflammation. If 
lutein tissue is present in the ovary, the ovary is 
preserved regardless of the patient’s age as this 
signifies that it is still functioning. 

Supravaginal hysterectomy is preferred to total 
hysterectomy as the latter is regarded as always the 
more dangerous. 

Complications of operation were wound infection 
in 5.2 per cent of the cases, pelvic peritonitis in 3.7 
per cent, pulmonary embolism in 1.8 per cent, post 
operative pneumonia in 1.1 per cent, phlebitis in 0.7 
per cent, and general peritonitis in 0.7 per cent. 
There were no deaths in any of the 169 cases of 
uncomplicated myoma treated by operation or in 
the 155 uncomplicated cases treated by irradiation. 
In the ninety-eight cases of fibroid associated with 
some other pathological pelvic condition, there were 
three deaths, a mortality of 3 per cent. In the total 
number of cases treated by operation the mortality 
was 1.1 per cent. while in the 422 cases treated by 
either operation or irradiation it was 0.47 per 
cent. 

In seventy-three of the ninety-three cases treated 
by irradiation which were traced, menstruation had 
ceased. Eighty-two (89.1 per cent) of these patients 
were cured, two were benefited but not entirely 
relieved, six (6.5 per cent) required a subsequent 
hysterectomy, and three (3.2 per cent) required a 
second irradiation. Ro.anp S. Cron, M.D. 


Martindale, L.: Fibromyomata of the Uterus: A 
Series of 252 Cases Treated Either by Surgical 
Operation or Intensive X-Ray Therapy. /. 
Obst. & Gynec. Bril. Emp., 1925, xxxii, 690. 

The author states that in considering the choice of 
treatment for any particular case of fibromyoma of 
the uterus it must be borne in mind that the use 
of intensive X-ray therapy is associated with danger 
in all but uncomplicated cases in which the fibroid 
uterus is well under the size of a six months’ preg- 
nancy, the tumor is interstitial rather than subperi- 
toneal, and the chief symptom is profuse menor- 
rhagia. 
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In all cases in which the diagnosis is doubtful, the 
presence of carcinoma of the body of the uterus or 
the cervix must be eliminated by dilating the cervix 
and curetting if necessary. The X-ray dose sufficient 
for a fibromyoma of the uterus is only approximately 
one-quarter or one-third the dose necessary for a 
carcinoma (viz., 35 or 45 per cent as against 100 to 
110 per cent of the unit skin dose). Therefore an 
error in diagnosis may be extremely dangerous. A 
28 per cent dose to each ovary in the case of a small 
fibroid results in an amenorrhoca lasting for from 
cight to twenty-four months, during which time the 
anamia decreases and the general health improves. 
‘Twenty-two cases were recently reported in which 
the birth of healthy children occurred after two 
years of amenorrhcea following X-ray treatment. 

The climacteric symptoms have been considerably 
less troublesome in cases treated with the X-rays 
than in those treated by operation. Many patients 
have stated that they felt younger and had more 
energy after the treatment. This effect is probably 
due to the improvement in the blood condition and 
the reduction in the size of the tumor without dis- 
turbance of the interstitial cells of the ovary or 
change in the uterus. 

With a good technique, an X-ray burn is impossi- 
ble, but the treatment should be carried out only by 
those properly trained and working with accurately 
calibrated installations. RoLanp S$. Cron, M.D. 


Hochman, S. S.: The Incidence of Carcinoma in 
the Cervix Following Supravaginal Hysterec- 
tomy. Am. J. Obst. & Gynec., 1926, xi, 566. 

Of a series of 1,114 cases in which a supravaginal 
hysterectomy was performed at the Woman’s Hos- 
pital, New York, carcinoma of the stump developed 
subsequently in three (0.27 per cent). 

Of a series of 263 cases of carcinoma of the cervix, 
a supravaginal hysterectomy for a non-malignant 
condition had been performed in seven (2.66 per 
cent). In four of the seven the two conditions were 
probably co-existent at the time of the pperation. 
Therefore in only 1.14 per cent was the hysterectomy 
followed by the development of carcinoma. 

Of 377 cases in which coning out of the cervix was 
done, carcinoma of the cervical stump developed in 
one (0.26 per cent). 

Of 595 cases in which operation with carbolization 
of the stump was done, malignancy developed in two 
(0.33 per cent). 

Coning out of the cervix helps to prevent future 
infection and, in a great measure also, carcinoma of 
the cervical stump. This technique takes no more 
time than carbolization which does not prevent 
infection and much less prevents cancer. It should 
therefore be adopted as a routine procedure in 
supravaginal hysterectomy. 

The occurrence of carcinoma in the stump of the 
cervix does not warrant a panhysterectomy with its 
much greater mortality. If this had been done in the 
cases reviewed, 1,111 cervices would have been 
removed needlessly, with resulting complications due 


to the disturbance of the pelvic anatomy. Moreover, 
even hysterectomy does not give assurance of free- 
dom from future malignancy. 

When the cervix is lacerated or infected, and espe- 
cially when a discharge is present at the time of the 
supravaginal hysterectomy, the cervix should be 
removed then or as soon as possible thereafter. 

After a supravaginal hysterectomy the patient 
should be examined periodically. This is extremely 
important for the early detection of carcinoma. 

At the time of hysterectomy, a very careful 
examination should be made of the cervix to deter- 
mine whether it should be removed with the uterus. 
In all doubtful cases a sufficient amount should be 
excised for pathological examination. This is espe 
cially important when any degeneration or necrosis 
is found in the uterus. 

In conclusion the author states that there is a 
definite relationship between myoma and carcinoma 
of the uterus. E. L. Cornewt, M.D. 


Martin, C. L., and Rogers, F. T.: Broad-Ligament 
Extension in Carcinoma of the Cervix. Am. J. 
Roentgenol., 1926, Xv, 330. 

In this discussion, emphasis is placed upon partial 
or complete stricture of one or both ureters by the 
lateral extension of carcinoma of the cervix into the 
broad ligaments. 

The authors believe that the pressure on the ureter 
is responsible for the constant aching pain located 
deep in the groin and radiating downward to the 
thigh, laterally to the hip, and upward toward the 
costovertebral angle. The occlusion of the ureter 
leads to hydro-ureter and hydronephrosis. If infec 
tion is present, renal abscess may develop. Occlusion 
of both ureters will produce uremia. 

Five cases of advanced carcinoma of the cervix 
with these symptoms are reported. In all, the cys- 
toscopic examination revealed malignant strictures 
of the ureter with resulting dilatation of the ureter 
and renal pelvis. The delicate mucous membrane of 
the small bowel, rectum, bladder, and ureters renders 
it difficult to give effective radiation to extensions to 
the broad ligaments. 

The authors attempted to determine the sensi- 
tivity of the ureter to radiation by experiments on 
five dogs. Fifty milligrams of radium in a 1-mm. 
brass capsule was placed directly over the ureter, the 
abdominal contents being protected by a lead shield. 
The dogs were given 1, 1.5, 2, 2.5, and 3 erythema 
doses respectively. Unfortunately the dog that 
received the largest dose died almost immediately 
after the operation. At necropsy on the others at the 
end of six weeks the ureters and kidneys were care- 
fully studied macroscopically, microscopically, and 
by pyelography. 

The epithelial lining showed no changes micro- 
scopically, and the only gross changes were an 
anemic appearance and adhesions in the radiated 
area. Pyelograms were negative except in the case 
of the dog receiving the 2.5 dose. In this animal there 
was a slight dilatation of the renal pelvis. 
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These findings suggest that the ureter is more 
resistant than either the bladder or the rectum, and 
will probably not be damaged when the broad 
ligaments are extensively treated with heavily 
filtered radiation. Cuares H. Heacock, M.D. 


Clark, J. G., and Norris, C. C.: Carcinoma of the 
Fundus. Surg. Clin. N. Am., 1926, vi, 118. 


Only one-fourth of the authors’ ror cases of carci- 
noma of the fundus of the uterus were seen in the 
early stages, and of their total number of patients 
with this condition only 34 per cent survived for 
three years. Absence of pain and non-recognition of 
the significance of irregular bleeding are usually 
responsible for the failure of the patient to seek 
treatment before the condition becomes advanced. 
Bleeding occurring after the menopause is often 
mistaken for recurrence of the menstrual flow. 

Fundal carcinoma is a friable vascular tumor 
which bleeds readily when touched. In the office 
examination recommended by the authors the pa- 
tient is placed in the lithotomy position, the external 
genitalia and vagina are cleaned as for an ordinary 
plastic operation, and a sterile sound is passed to the 
fundus of the uterus and gently manipulated over 
the entire uterine cavity. If a carcinoma is present, 
a trickle of blood will occur. It is emphasized that 
while this test is of distinct value, it is not always 
positive and does not take the place of diagnostic 
curettage. 

The prognosis in carcinoma of the fundus depends 
chiefly upon the integrity of the myometrium. 
Metastasis by transtubal migration probably occurs 
often, and must be borne in mind in the performance 
of curettage. Tumor particles and cancer cells may 
be swept out through the tubes and find lodgement 
in the ovary. Evidence of this occurrence was the 
presence of ovarian involvement in eight of the 
authors’ ror cases. While diagnostic curettage is 
associated with this danger, it must be remembered 
that carcinoma of the fundus is a malignant form of 
cancer and its diagnosis in the early stages is often 
difficult. 

In the authors’ series of cases the best three-year 
results were obtained when a diagnostic curettage 
was performed, a fact which can probably be 
explained by the assumption that in these cases the 
condition was in a much earlier stage than in those 
treated by hysterectomy. 

A three-year cure was obtained in 56.5 per cent of 
the cases in which the symptoms had been noted for 
less than six months; in 31.2 per cent of those in 
which they had been noted for from seven to twelve 
months; and in only 17.8 per cent of those in which 
they had been noted for over a year. 

Hysterectomy is the treatment of choice, but 
radium therapy offers a chance of cure in even 
advanced cases. In the cases in which radium does 
not cure it is generally palliative. 

The authors believe that radium should be re- 
served for cases in which operation is contra- 
indicated. RoLanp S. Cron, M.D. 


Bowing, H. H.: Surgery, Radium, and the Roent- 
gen Rays in the Treatment of Carcinoma of the 
Cervix. Am. J. Obst. & Gynec., 1926, xi, 400. 

The author reviews briefly his treatment of carci- 
noma of the cervix and divides his cases into five 
groups: 

Group 1 includes cases of early or operable lesions 

confined to the cervical canal which usually require 
preliminary dilatation and curettage for diagnosis 
and total abdominal hysterectomy if the lesion is 
malignant. If the tumor is of Grade 3 or 4 with 
involvement of the deeper tissues of the cervical 
canal, radium is applied against the vaginal stump 
with the use of a vaginal applicator having walls of 
1.0 mm. of brass and 3.0 mm. of hard rubber and 
containing the universal silver radium tube with 50 
mgm. of radium element (sulphate). The radium is 
kept in position for from ten to fourteen hours. ‘Two 
or three treatments are given, one transversely 
against the stump and one on either side in the 
vaginal fornix. This prophylactic radium therapy is 
supplemented by high-voltage roentgen-ray treat- 
ment with copper and aluminum filtration, four 
areas being outlined, one anterior, one posterior, and 
two lateral over the pelvis. One area is exposed each 
day until the treatment is completed. If necessary, 
the treatment is repeated after two months. The 
patient is then carefully examined at regular inter- 
vals for at least two years. 

Group 2 includes the borderline cases in which the 
disease is limited to the vaginal face of the cervix. 
In this group radium is applied three or four times 
for from twelve to fourteen hours each time, and two 
treatments are given a week. After from six to eight 
weeks, a total abdominal hysterectomy is considered. 
In a small group of cases so treated the pathologist 
found no active carcinoma. One surgeon reported 
that the operation was easily performed with ready 
separation of the fascia planes and little bleeding. 
To ensure such satisfactory tissue changes it is quite 
necessary that a proper interval of time be allowed 
between the radium treatments and the operation. 
As a further safeguard and as a prophylactic proce- 
dure, postoperative radium and roentgen-ray treat- 
ments are given as outlined for Group 1. 

Group 3 includes cases of inoperable lesions. The 
technique employed is the use of 50-mgm. of radium 
element (sulphate) contained in a universal silver 
tube applicator with walls o.5 mm. thick which is 
placed in position in the substance of the tumor or 
crater or in the cervical or uterine canal for from 
fourteen to twenty hours, two treatments being 
given each week. Usually 3,000 mgm.-hrs. of radium 
element (sulphate) are outlined for each 2.5 cm. of 
depth of the involved tissue. Two or three vaginal 
applications of radium are given also as in Groups 1 
and 2. The treatment for these cases consists of a 
well-planned schedule of radium and roentgen-ray 
therapy. The total dosage is not repeated, but sub- 
sequently it may be necessary to apply radium to 
some isolated areas in the vaginal tract to arrest 
further progress of the disease. Regardless of the 
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improvement which may occur in this group, further 
surgical procedure is contra-indicated as it will not 
improve the end-results, especially if the disease has 
extended to the vaginal walls, broad ligaments, or 
pelvic lymph nodes. 

Group 4 includes cases with postoperatively 
recurring tumors. 

Group 5 is a group of modified cases, so-called 
because of previous incomplete operations, the use 
of the actual cautery, the application of insufficient 
radium, etc. In Groups 4 and 5 the extent and 
location of the infiltrating lesions, altered as they 
must be by the previously attempted measures for 
relief, make impossible a definite outline of radium 
treatment such as is followed in Group 3. Conse- 
quently, in addition to the universal silver tube 
applicator containing 50 mgm. of radium element 
(sulphate), various types of radium applicators are 
used, such as steel alloy needles of 5 to 10 mgm. of 
radium element (sulphate) each, platinum iridium 
needles of 1 mgm. of radium element (sulphate), 
or seeds of the emanation (radon) containing less 
than 1 me. each. ‘To obtain an equal distribution of 
the energy throughout the lesion, these are buried in 
the substance of the tumor 1 cm. apart. Two or 
three vaginal packages of radium are employed as 
previously described. In some cases this treatment 
may be followed by a course of roentgen-ray treat- 
ment if it seems advisable. 

The author considers the judicious combination of 
surgery, radium, and roentgen-ray treatment most 
effective in the treatment of carcinoma of the cervix 
of the uterus. He urges a thorough examination in 
cases of menstrual irregularities, early diagnosis, a 
better realization of the great responsibility of the 
first physician to examine the patient, and, because 
of the difference in the response of patients to the 
treatment, the employment of the fractional or 
broken-dose method of treatment rather than the 
intensive destructive single-dose method. All of his 
patients are examined and treated in the knee-chest 
position with the Sims speculum and a direct light. 
This permits better inspection of the malignant 
disease process, aids in the diagnosis, and facilitates 
the treatment. Pathological gradation of the tumors 
according to the method of Broders from a biopsy 
specimen taken at the time of the first application of 
radium has been of distinct value in the treatment 
and prognosis. 


Eymer: The Results of Irradiation of Cancer of the 
Uterus: Operation or Irradiation? (Ergebnisse 
der Strahlenbehandlung der Gebaermutterkrebse; 
Operation oder Bestrahlung?) Arch. f. Gynaek., 
1925, CXXV, 515, 534- 

The results obtained in cases of carcinoma of the 
uterus treated by irradiation at the Heidelberg 
Gynecological Clinic in the years 1913 to 1919 are 
reviewed as follows: 

1. Carcinoma of the cervix. There were 203 cases 
of carcinoma of the cervix, sixty-three (31 per cent) 
of which were operable. The primary mortality was 


3 per cent (seven deaths). According to the findings 
of palpation at least five years after the treatment, 
thirty-five (55.6 per cent) of the operable cases and 
sixteen (11.4 per cent) of the inoperable cases were 
cured. Recurrences developed in ten (15.8 per cent) 
of the operable cases and twenty-thee (16.4 per 
cent) of the inoperable cases. In the operable cases 
there were eighteen deaths, a mortality of 28.6 per 
cent, and in the inoperable cases ror deaths, a mor- 
tality of 72.2 per cent.. A cure was obtained in a 
total of fifty-one cases (25.1 per cent) —thirty-five 
(55.6 per cent) of the operable cases and sixteen 
(11.4 per cent) of the inoperable cases. 

2. Carcinoma of the body of the uterus. There were 
forty-four cases of carcinoma of the body of the uter- 
us, twenty-nine (65.9 per cent) of which were oper- 
able. The primary mortality was 9.1 per cent (four 
deaths). According to the findings of palpation at 
least five years after the treatment, a cure was 
obtained in nine (31 per cent) of the operable cases 
and three (20 per cent) of the inoperable cases. 
Recurrences developed in eight (27.6 per cent) of 
the operable cases and one (6.7 per cent) of the inop- 
erable cases. In the operable cases there were twelve 
deaths, a mortality of 41.4 per cent, and in the 
inoperable cases eleven deaths, a mortality of 73.3 
per cent. A cure was obtained in a total of twelve 
cases (27.3 per cent)—nine (31 per cent) of the oper- 
able cases and three (20 per cent) of the inoperable 
cases. 

In carcinoma of the cervix, operability is relatively 
low and operative treatment is particularly extensive 
and dangerous. The primary mortality is very high 
and the results are very poor. The results obtained 
by irradiation are at least no poorer, and in operable 
cases are better, than those obtained by operation, 
whereas the danger associated with irradiation is 
slight. Moreover, it must be emphasized that five 
years after the treatment about 1o per cent of the 
inoperable cases are found free from carcinoma. 

In carcinoma of the fundus, on the other hand, 
operation is relatively easy and associated with 
little danger, the operability is high, and the oper- 
ative mortality is slight. The results of operation 
are fairly good. Moreover, for a number of reasons, 
irradiation in this condition is less effective than in 
carcinoma of the cervix. 

From these facts the conclusion seems warranted 
that, in general, carcinoma of the cervix should be 
irradiated and carcinoma of the fundus should be 
operated upon until, as the result of improvements 
in technique, better results can be obtained by 
irradiation in the latter. 

In the discussion of this report, Wintz (Erlangen) 
stated that he does not regard radium treatment as 
of equal value with roentgen treatment since, with 
radium preparations, it is impossible to apply to 
extensions of the tumor the dosage necessary for the 
destruction of a carcinoma without giving an over- 
dose to the surrounding tissues. He explains the 
poorer results obtained in carcinoma of the body of 
the uterus as compared with those obtained in car- 
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cinoma of the cervix by the fact that the necessary 
concentration of the rays is more difficult to obtain 
in the region of the fundus of the uterus than in the 
region of the cervix. The sensitivity of adenocarci- 
noma to the rays he estimates as 20 per cent less 
than that of squamous-cell carcinoma. For adeno- 
carcinoma of the cervix and carcinoma of the fundus 
of the uterus he recommends the use of radium as an 
adjunct to roentgen irradiation. Martius (G). 


Philipp, E.: Protracted Irradiation of Carcinoma 
of the Uterine Cervix with Radium (Die Dauer- 
bestrahlung des Portiocarcinoms mit Radium). 
Muenchen. med. Wchuschr., 1925, \xxii, 1769. 


Almost as many cases of operable carcinoma of the 
uterine cervix can be cured by irradiation as by 
operation. Moreover, irradiation with radium gives 
at least palliation in many cases of inoperable car- 
cinoma. 

Because of the striking action of large doses of 
radium, the University Gynecological Clinic at 
Berlin tried applying large doses (about 140 mgm.) 
divided between the uterus and the cervix for forty- 
eight hours or even longer without an interval. 
Because of the occasional unfavorable complications 
of this treatment, the author applied about the same 
dose two or three times at intervals of from eight to 
ten days, for twenty-four hours at each application. 
The results of both methods of treatment were the 
same. 

The technique is as follows: 

By means of intra-uterine containers made of gold 
2mm. thick, two doses of 26 mgm. of radium emana- 
tion are applied. In front of the cervix is placed 
about 90 mgm. filtered through 2 mm. of brass. This 
amount is left in place for twenty-four hours, and 
after from eight to ten days the irradiation is 
repeated in about the same manner. 

Since it has been established that the rays affect 
particularly cells that are undergoing mitosis, it may 
be assumed that carcinoma cells that are not suffi- 
ciently injured may divide later and form recur- 
rences. As the time required for cell division is not 
known and probably differs in different tumors, the 
best results are to be obtained by treating as many 
cells as possible during mitosis by continuing the 
irradiation as long as possible. 

Protracted irradiation requires, of course, the use 
of small doses of radium. In carefully selected cases 
two doses of 15 mgm. of radium emanation filtered 
through 2 mm. of brass and stent are applied in the 
crater of the carcinoma and left in place for about 
seven times twenty-four hours, so that about 5,000 
mgm. emanation-hours are given. The applicators 
must not be placed on the posterior vaginal wall. 
Only locally circumscribed carcinomata are suitable 
for this treatment. 

In the course of the following weeks there occurs 
the formation of a scar of firm connective tissue 
which is more active than that following irradiation 
with large doses, evidently because the cells from 
which the new growth takes it origin are less seri- 


ously injured. Only rarely must the treatment be 
interrupted because of fever. 

It has not been possible to determine which carci- 
nomata are suitable for this form of treatment from 
the number of mitoses. The examination of pieces 
of tissue excised after a short or protracted irradia- 
tion shows no basic differences. 

In experiments on unicellular protozoa the 
changes appeared more rapidly when large doses 
were used than when small doses were employed. 
The amoebe began to creep more rapidly and 
become flatter and thinner, and there was an active 
change in the plasma. The amoebex then crawled 
together and formed agglutination-like heaps, some 
of them were destroyed and others flowed slowly 
away, eventually to burst or undergo granular 
degeneration. During the stage of agglutination the 
process was still reversible. 

Aside from the degree and the duration of the effect, 
the rapidity of the visible action of the radium 
was extraordinarily dependent upon the phasic 
condition of the cell contents of the irradiated 
organism. The injury was preceded by a phase of 
accelerated flowing of the plasma which was espe- 
cially distinct in the viscid amacbx. Similar condi- 
tions prevailed in spirochetes, flagellates, and other 
protozoa. 

Of special importance in regard to protracted 
irradiation with relatively small doses for ther- 
apeusis is the fact that a stimulating effect, in the 
sense of stimulation of growth and function was 
never observed. The more rapid crawling of the 
amcebex, for example, was only an apparent increase 
in function. But this does not exclude the possibility 
of more rapid growth under the influence of radium 
rays since, previous to its division, every cell under- 
goes a phase change in its content in the sense of 
liquefaction. Whenever radium produces such a 
liquefaction of the cell plasma and thus provides the 
prerequisite for cell division, more rapid growth may 
occur. 

The author studied also the varying radiosensibil- 
ity of the cell. The reaction of viscid cells is entirely 
different from that of thinly fluid cells and requires 
much larger doses. Possibly the conditions are 
similar in the carcinoma cell. Cells in a certain stage 
of cell division, the prophase, are particularly radio- 
sensitive, a fact which explains the rapid disappear- 
ance of mitoses after irradiation treatments and 
also the varying radiosensitiveness of certain cells 
and tissues. 

In conclusion the author states that carcinoma 
can be cured with large and small doses; with a large 
amount of radium a change in the phase of the cell 
from the gel to the sol state can be produced 
rapidly, and this change constitutes a preliminary 
step in the injury. With continuous irradiation the 
intensity is less, but many more cells are affected in 
the act of dividing. The future must show which of 
the two methods, the single large dose or the pro- 
tracted smaller dose, is the more suitable. 

Pape (G). 
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ADNEXAL AND PERIUTERINE CONDITIONS 


Ritter, O.: Sterility Due to Closure of the Tubes 
Treated by Salpingostomy (Kin Beitrag zur 
Behandlung der durch Tubenverschluss bedingten 
Sterilitaet mit der Salpingostomie). Monatsschr. f. 
Geburtsh. u. Gynack., 1925, 1xxi, 70. 

In the period from 1907 to 1924, salpingostomy 
according to Martin’s method was performed in 
sixty-five cases at the ‘Tuebingen Gynecological 
Clinic. In some of the cases the operation was 
bilateral and in others unilateral. Of the four women 
who subsequently became pregnant only one went 
to term. ‘Two had an abortion and one an extra- 
uterine pregnancy. 

Essential to a successful result are patency of the 
uterine tubal ostium and the prevention of adhesions 
in the newly formed tubal opening. The dangers of 
the operation are slight if it is not performed during 
an acute stage of the inflammation. In the sixty-five 
cases reviewed there were no deaths. ‘The operation 
seems to be followed by an increase in the incidence 
of abortion, but does not appear to favor tubal 
pregnancy. HANboRN (G). 


Schlaak, A.: Primary Carcinoma of the Tube 
(Ueber primaeres Tubencarcinom). Monatsschr. f. 
Geburtsh. u. Gynack., 1925, \xxi, 294. 


After briefly reporting a case of primary carcinoma 
of the tube which was successfully operated upon, 
the author reviews the literature of the condition. 
It is to be assumed that thé carcinoma generally 
arises from the mucosa of the tube. With regard to 
the etiology, there is considerable difference of opin- 
ion. The author believes that chronic inflammation 
is not the basis of the condition, but favors its 
development. 

Histologically the tumor is a mixed _ papillary 
alveolar structure with metastases occurring most 
frequently in the uterus and the laparotomy scar. 
It is bilateral in 33 per cent of the cases. 

The clinical diagnosis is very difficult. In fact, it 
can be made only by exclusion. When the condition 
is suspected, exploratory laparotomy is indicated 
unconditionally. 

In favorable cases the Wertheim radical operation 
is to be considered. The prognosis is generally poor, 
a permanent cure being obtained in only 2 per cent 
of the cases. Von WEINZIERL (G). 


Behrendt, H.: The Development, Technique, Use, 
and Results of Temporary Sterilization by the 
Roentgen Rays (Entwicklung, Technik, Anwen- 
dung, und Erfolge der temporaeren Roentgen- 
sterilisation). Zentralbl. f. Gynack., 1925, xlix, 2488. 

Gauss found that of 400 women patients isolated 
for lues and gonorrhoea, an unusually large per- 
centage had amenorrhoea, possibly due in part to 
psychic causes. He noted also that none of the 
patients with amenorrhoea developed gonorihceal 
pyosalpinx. ‘This observation led him to employ 
temporary roentgen sterilization in the treatment of 
gonorthoea for the purpose of preventing the ascent 


of the infection. Since the war he has used it also in 
hemorrhagic metropathies, dysmenorrhoea, hamor- 
rhage from myomata, and genital tuberculosis. This 
article reports his results in thirty-six cases, twenty- 
four those of women under 35 years of age and eight 
those of women over 37 years of age. 

In Group 1, women under 35 years of age, the 
treatment failed in one case and three of the women 
were still amenorrhovic at the time of re-examination. 
If the latter three cases are excluded on the ground 
that the results are incomplete, a successful result as 
far as temporary amenorrhoea is concerned was 
obtained in 95 per cent. In Group 2 a successful 
result was obtained in 75 per cent. 

A review of the twenty-two cases with a successful 
result shows that with a dosage up to 45 units, 
about 26.5 per cent of the erythema dose of 170 
units, the amenorrhoea lasted on an average for nine 
months, and that with a dosage of from 45 to 53 
units it lasted on an average for twelve and a half 
months. With a dosage of 42 units, 24.7 per cent of 
the erythema dose, it lasted for about ten months in 
patients under 30 years of age and foi eleven months 
in those over 30 years of age. Therefore age is not a 
factor in the sensitiveness of the ovary so far as 
temporary sterilization is concerned. 

In all except one of the cases in which a permanent 
amenorrhcea developed, re-examination showed that 
the amenorrhoea was more than counterbalanced by 
the successful cure. Moreovei, it is still possible that 
menstruation may recur in these cases. ‘The one 
unsatisfactory result was that obtained in the case 
of a woman 31 years of age who was raved for 
beginning gonorrhoeal inflammation of the adnexa. 
The effect of the treatment upon the gonorrhoea was 
good, but the patient still had amenorrhoea at the 
age of 33 years. 

The twenty-two cases in which a truly temporaiy 
amenorrhcea resulted included six cases of hamor- 
rhagic metiopathy, four of myoma, two of dysmenor- 
rhoea, five of pulmonary tuberculosis with menor- 
rhagia, and five of gonorthoval inflammation of the 
adnexa. 

The question is raised whether the danger of 
damaging the germinal cells should confine the pro- 
cedure to women who do not expect to bear children. 
This question, however, is not answered. The chief 
indications for the treatment described are gonor- 
rhoea and other inflammations of the adnexa. In 
hemorrhage from myomata and metropathies, tem- 
porary roentgen sterilization is decidedly preferable 
to an extensive mutilating operation. In the treat- 
ment of dysmenorrhcea, it should be limited to very 
severe cases which would be refractory to other 
forms of treatment. It is of value also in pulmonary 
tuberculosis. 

With regard to the technique, the author empha- 
sizes that it is important for the radiation to be done 
in one sitting and for a large anterior and a large 
posterio: area to be rayed. The rays are measured 
throughout the irradiation by a measuring chamber 
inserted into the vagina. Martius (G). 
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Steinach, E., Heinlein, H., and Wiesner, B. P.: 
The Production of the Sexual Cycle, the Devel- 
opment of the Sexual Characteristics, and the 
Reactivation of the Senile Female Organism 
by an Extract of Ovary and Placenta: Experi- 
ments on Rats and Guinea Pigs (Auslocsung des 
Sexualzyklus, Entwicklung der Geschlechtsmerk- 
male, reaktivierende Wirkung auf den senilen 
weiblichen Organismus durch Ovar- und Placenta- 
extrakt: Versuche an Ratten und Meerschwein- 
chen). Arch. f. d. ges. Physiol., 1925, ccx, 598. 

The authors have obtained an extract of ovary 
and placenta which, when injected into castrated 
rats and guinea pigs, produced the sexual cycle and 
caused growth of the mammillz and acini of the 
breasts. When the injections were continued for 
some time, the uteri of these animals became of the 
same size as those of the control animals. 

In senile rats which had not rutted for from two 
to five months the injection immediately re-estab- 
lished the rut, activated the ovary so that the sexual 
cycle recurred rhythmically, and caused retrogres- 
sion of the signs of senility throughout the organism. 

The authors are now endeavoring to determine the 
minimal effective dose of the extract. Ascuem (G). 


Weigand, H.:, Further Experiences in the Tem- 
porary Sterilization of Women by Roentgen- 
Ray Irradiation (Weitere Erfahrungen mit der 
temporaeren Sterilisation der Frau durch Roentgen- 
strahlen). Zentralbl. f. Gynaeck., 1925, xlix, 2525. 

In the period from May, 1923, to August, 1924, 
irradiation of the ovaries to produce temporary 
sterilization was done in the Wuerzburg Gyneco- 
logical Clinic in 109 cases. Of these, ninety cases are 
reviewed and classified according to the indications, 
the results as regards sterilization, other clinical 
results, the occurrence of skin changes, the tech- 
nique of the irradiation, etc. 

The technique of irradiation was practically the 
same as that used in Freiburg and described by 
Behrendt. For about six months the measurement 
of the rays has been done with the continuously 
registering Hammer dosimeter. In order not to 
disturb the relationship between the surface of the 
body, the measuring chamber, and the organ rayed, 
it has recently become the custom to irradiate both 
fields, the anterior and the posterior field, without 
changing the patient’s position. ‘The posterior field 
is therefore irradiated from beneath the table. 

There were forty-three cases of menorrhagia 
twenty those of juveniles and ten those of women 
approaching the climacteric. Thirteen of the juveniles 
were at the age of puberty. ‘There were also twenty- 
seven cases of gonorrhceal inflammation of the 
adnexa, nine cases of adnexal inflammation due to 
causes other than gonorrhoea, and eleven cases of 
myomata in young women. 

In forty-four of the ninety cases (48.8 per cent), 
menstruation ceased but at the time at which this 
report was made (from one to one and a half years 
after the irradiation), it had recurred. Amenorrhoca 
was still present in thirty-seven cases. 


The results as regards permanent and temporary 
amenorrhoea, etc. are given in a table, arranged 
according to the different types of conditions. It is 
plainly evident that it is more diflicult to produce 
temporary sterilization in women who are approach- 
ing the climacteric than in younger women. ‘Time 
alone will tell how many more of the comparatively 
large number of patients who still had amenorrhoea 
at the time of this report will begin to menstruate 
again. 

In the majority of cases the amenorrhoea was pre- 
ceded by two additional menstrual periods following 
the irradiation, the first more intense and lasting 
longer than usual and the second distinctly less 
severe. The period following the amenorrhoea was 
not always normal; often there was a transitory 
polymenorrhcea. 

In sixty-nine of the ninety women, evidences of a 
decrease of function were noted. ‘These were less 
marked in the younger women than in those at the 
end of the reproductive period. In general they are 
not considered sufliciently serious as to contra- 
indicate temporary sterilization. Martius (G). 


Byron, C. S., and Berkoff, H. S.: The Incidence and 
End-Results of Carcinoma of the Ovary at the 
Woman’s Hospital. Am. J. Obst. & Gynec., 1926, 
xi, 559. 

In the period from 1908 to 1923, carcinoma of the 
ovary was found in 0.27 per cent of 29,844 patients 
treated on the gynecological service of the Woman’s 
Hospital, New York. Fifty-nine per cent of the 
vomen were in the fifth and sixth decades of life. 
The incidence of the condition was highest—53 per 
cent—in the fifteen-year period between the ages of 
45 and 60 years. In approximately 31 per cent of the 
cases the carcinoma developed before the age of 40 
years. ‘Twenty-three per cent of the patients were 
unmarried. Of the forty-four married women, ten 
(22.7 per cent) had never been pregnant, and five 
(11.3 per cent) had been pregnant but had never 
given birth to a full-term child. 

The average duration of symptoms in fifty-six 
cases was ten months. The longest was forty-eight 
months and the shortest one month. 

By far the most common type of carcinoma 
reported was the papillary serocystic type, carcinoma 
ovarii serosum. ‘This was present in 52 per cent of 
the cases. Four of these exhibited calcific deposits. 
Next in frequency was the glandular and solid 
carcinoma, by some pathologists called “adenocarci- 
noma.” Almost as frequently, the pseudomucinous 
cystic type was found. Only five cases of primary 
medullary carcinoma were reported. All types were 
much more frequently bilateral than unilateral. In 
cases of the primary medullary type the carcinoma 
was always bilateral. 

At operation, metastases were found in 50 per cent 
of seventy-eight cases. In decreasing order of fre- 
quency, their most common sites were the perito- 
neum, the omentum, the uterus, the broad liga- 
ments, and the tubes. 
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Of twenty-five patients who died, sixteen (64 per 
cent) died in the first year. Of the fifty-three 
patients operated upon, thirty-two (60.3 per cent) 
were dead at the end of one year, and thirty-six (68 
per cent) at the end of two years. Only one patient 
survived three years. 

Despite the fact that the radical operations, supra- 
vaginal hysterectomy and panhysterectomy with 
bilateral salpingo-odphorectomy, have the highest 
operative mortality, the proportional number of 
patients living after each is higher than the number 
living after any of the more conservative procedures. 

I. L. Cornett, M.D. 


Schiffmann, J.: Postclimacteric Bleeding and 
Carcinoma of the Ovary (Postklimakterische 
Blutung und Ovarialcarcinom). Zentralbl. f.Gynack., 
1925, xlix, 2229. 

The first case reported by the author was that of a 
woman 66 years of age who had passed the meno- 
pause ten years previously and suddenly had bleed- 
ing for several days. Curettage showed an atrophied 
mucous membrane. <A vaginal hysterectomy was 
done. No malignancy was found. ‘lwo years later a 
firm tumor became palpable on the left side. It was 
possible to scrape out a few fragments of the neo- 
plasm through the vagina with a sharp spoon. 
Microscopic examination revealed alveolar carci- 
noma. Death occurred soon thereafter. 

Case 2 was that of a 70-year-old woman who had 
passed the menopause eighteen years previously. 
Slight bleeding which lasted for several days 
occurred one year before she entered the hospital and 
again four weeks before her admission. Curettage 
showed hypertrophy of the uterine mucous mem- 
brane but no evidence of malignancy. Laparotomy 
revealed carcinoma of the right ovary. 

Case 3 was that of a 53-year-old woman who had 
passed the menopause three years previously and 
had had slight bleeding since then. Curettage per- 
formed by another gynecologist failed to reveal 
malignancy. Laparotomy performed by the author 
a few weeks later showed ovarian carcinoma. The 
patient died. Autopsy revealed metastases in the 
brain. 

Case 4 was that of a woman 60 years old who had 
passed the menopause six years previously and had 
a brief period of bleeding two years before she con- 
sulted the author. A large ovarian carcinoma was 
found. 

The author’s fifth case was that of a woman 71 
years old who for the past two years had noticed an 
increase in the size of her abdomen and had been 
given X-ray treatment. Slight bleeding had recently 
occurred for several days. Laparotomy revealed a 
multilocular cyst with beginning carcinoma. 

Schiffmann brings up the question as to whether 
bleeding after the climacterium is an indication of 
malignant degeneration of the ovary when there are 
no changes in the uterus or vagina and no demon- 
strable tumor or enlargement of the ovary. The 
cases reported show at any rate that bleeding from 


the genitalia may occur as an initial or prodromal 
sign of a malignant ovarian tumor. With regard to 
the cause of the bleeding, the author suggests that 
the autochthonous tumor cells may assume the 
function of the tissue of their origin in a similar or a 
changed manner or act as an irritant to the remain- 
ing ovarian tissue. NEuMANN (G). 


Forgue and Crousse: Tumors of the Broad Liga- 
ment (Les tumeurs inclus du ligament large). 
Gynéc. et obst., 1925, xii, 304. 

This article, which consists of the opinions of 
several surgeons on the general subject of tumors of 
the broad ligament, is a supplement to an article 
recently published by Forgue and Crousse (Abst. 
in Inr. Abst. SurG., 1926, xlii, 464). 

Bégouin believes that tumors of the broad liga- 
ment should be classified as such on the basis of 
their surgical relations rather than their anatomical 
origin. Such a classification would eliminate tumors 
which have become pedunculated and hence ab- 
dominal. In thirty-eight cases operated upon by 
Bégouin, 73 per cent of the tumors were cystic 
hyaline growths which, with the exception of a 
hydatid cyst, originated in the wolfiian duct. Except 
for one sarcoma, all of the solid tumors were fibro- 
mata. Aubert found the same percentage of cystic 
and solid tumors in his cases. 

The cysts are nearly always unilocular and almost 
never of the dermoid or pseudo-mucinous type. 
They are most common between the ages of 20 and 
35 years. 

The most important part of the discussion deals 
with the various points in the operative technique 
used for the removal of intraligamentary tumors. 

It is generally agreed that a preliminary hysterec- 
tomy is very frequently necessary or at least of great 
aid in the enucleation of the tumor. This is generally 
performed according to the method of Kelly and is 


‘begun on the side opposite the mass. The mass is 


then enucleated from below upward (Bégouin, 
Aubert, Dupont, Delagéniére, Beuttner). Hart- 
mann, however, does not disturb the uterus but, 
after identifying the intestine and the bladder, pro- 
ceeds directly to the enucleation, taking care simply 
to keep the line of cleavage close to the tumor. 

The peritoneal incision which exposes the tumor 
should always be made in the anterior layer of the 
broad ligament parallel with, and in the immediate 
vicinity, of the round ligament. This is advisable 
because the anterior layer of the peritoneum con- 
tains no important vessels and the ureter is in 
immediate contact with the posterior layer of the 
broad ligament and united to it by fine fibrous bands. 

In the enucleation, the exigencies of the case 
determine whether the cyst should first be evacuated. 
One may proceed as in the removal of a solid tumor 
or open the cyst widely and free it in the same man- 
ner as the sac in the radical treatment of an inguinal 
hernia. 

The organs to be guarded against injury are the 
bladder, the ureter, and the sigmoid. The first two 
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offer the greatest problem. Bégouin places a sound 
in the bladder. Forgue and Crousse recommend 
catheterization of the ureter, and Aubert identifies 
the ureter at some stage of the operation. The tubo- 
ovarian pedicle should be clamped last of all and 
with the greatest care since at this point the ureter 
is most exposed. The sigmoid is best protected by 
freeing it when possible at the beginning of the oper- 
ation. Hartmann and Delagéniére maintain that 
enucleation carried out close to the wall of the tumor 
is sufficient insurance against injury of the sur- 
rounding organs. The treatment of the bed of the 
tumor varies. Anexact repair of the peritoneum is the 
ideal procedure, but when a large pouch remains it 
is occasionally necessary to resort to marsupializa- 
tion or, more rarely, to the use of a Mikulicz drain. 
Beclére comes to the defense of roentgen therapy, 
pointing out that neither the incarceration of a 
fibroma in the cul-de-sac of Douglas nor its inclusion 
in the broad ligament is necessarily a contra-indica- 
tion to the use of the X-ray. Moreover, irradiation 
is of great value in cases not suitable for surgery. 
Beclére recommends it even as a tentative treatment 
when there is some question as to the nature of the 
tumor. Avsert I. De Groat, M.D. 


EXTERNAL GENITALIA 


Haendly, P.: A New Method for Permanent or 
Temporary Sterilization of the Female: The 
Operative Formation of a Double Vagina by 
Transverse Colporrhaphy (Eine neue Methode 
der endgueltigen oder auch temporaeren Sterilisier- 
ung der Frau: Bildung einer doppelten Scheide 
durch quere Kolporrhaphie). Zentralbl. f. Gynaek., 
1925, xlix, 2404. 

lor permanent or temporary sterilization of the 
female the author suggests the formation of a double 
vagina consisting of a narrow anterior tube opening 
under the urethral orifice for the drainage of urethral 
secretion and menstrual blood and a blindly ending 
and wider posterior tube for cohabitation. 

In the operation described, an anterior and a 
posterior flap are formed by freshening the tissues of 
the vaginal wall from the external orifice of the uter- 
us to the vaginal introitus. ‘These are then united by 
a sagittal suture. In the author’s first case this op- 
eration was done to form a substitute for the urethra 
which was missing. The result was entirely satis- 
factory. In his second case the sutures failed to hold 
on account of infection, the operation having been 
inadvisedly performed soon after curettage for abor- 
tion. Gerpert (G). 


MISCELLANEOUS 


Schwarz, G.: A Statistical and Critical Review of 
the Results of the Treatment of Sterility in the 
Female (Statistiches und Kritisches zu den Ergeb- 
nissen der Behandlung weiblicher Sterilitaet). 
Monatsschr. f. Geburtsh. u. Gynack., 1925, 1xxi, 283. 


During the years 1911 to 1924, 7,268 women were 
treated at the Marburg Clinic—8oo (11 per cent) for 


abortion and 326 (4.5 per cent) for sterility. Of 
those who were treated for sterility, 5 per cent were 
in the first year of married life, 19 per cent in the 
second year, 24 per cent in the third year, 15 per 
cent in the fourth year, 12 per cent in the fifth year, 
6.5 per cent in the sixth year, 5.5 per cent in the 
seventh year, and 4 per cent in the eighth year. 

Of 326 women operated upon, 259 were traced. Of 
the latter, eighty-nine (33 per cent) became preg- 
nant. When the genital organs were found to be 
normal, the operation consisted in dilatation, 
curettage, discission of the posterior lip, and the 
introduction of a tube for five or six days. When the 
operative intervention was undertaken during the 
first year after marriage, it was successful in 66.6 
per cent of the cases, whereas when it was done in 
the fifth year of marriage it was successful in only 14 
per cent. Pregnancy following operative measures 
resulted earlier the shorter the period of marriage. 

Of fifty-eight cases of movable retroflexion in 
which the Alexander-Adams operation was done, 
pregnancy resulted in twenty-four (41.4 per cent). 
In eight cases it, was terminated by abortion, but in 
five of these there was a second pregnancy with a 
normal birth. Geprert (G). 


Cherry, T. H.: The Treatment of Pelvic Infections; 
with an Analysis of 1,105 Cases. Surg., Gynec. 
& Obst., 1926, xlii, 600. 

In a study of 1,105 cases of adnexal disease the 
author found the cause of the condition to be the 
gonococcus in 88 per cent. He found also that 
exclusively conservative treatment of adnexal 
disease is, on the whole, unsatisfactory. After the 
patient is discharged from the hospital she is apt 
not to return for further examination or treatment, 
and re-infection of the adnexa often occurs. In 
addition to the use of sedatives, hot douches, ice- 
bags to the abdomen, and local applications, specific 
therapy with foreign proteins such as milk and 
horse serum was tried but proved ineffective. 
Diathermy was the most successful of the palliative 
methods as it caused the resolution of pelvic masses 
in 66.6 per cent of the cases, relieved pain in prac- 
tically all, and controlled the infection. 

The author is of the opinion that initial acute 
attacks of adnexal inflammation should not be 
treated surgically as they subside spontaneously. 
Re-infection can be prevented by proper treatment 
of the lower genital tract. ‘The indication for sur- 
gical interference is the recurrence of inflammation. 

Operation is associated with a mortality of not 
more than 3 per cent if the temperature has re- 
mained normal for from three to ten days and the 
leucocyte count is below 16,000. When, in the 
course of operative removal of infected adnexa, the 
peritoneal cavity becomes contaminated by pus, 
the best results as regards low mortality and wound 
union are obtained by closure of the abdomen 
without drainage. If drainage is necessary, the 
vaginal route is better than the abdominal. 

Harry W. Fink, M.D. 
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Herd, S. B.: Endometriomata. J. Obsl. & Gynec. 
Brit. Emp., 1925, xxxii, 649. 

It is not unusual to find endometrium in abnormal 
situations in and about the pelvis, but in more than 
25 per cent of the author’s cases in which such endo- 
metrium was discovered it gave rise to no definite 
symptoms and no macroscopical feature. In the 
author’s opinion, the ectopic “adenomatous” tissue 
frequently reported is endometrium since it resem- 
bles the endometrium in appearance and undergoes 
the same physiological changes. For such tumors, 
Herd suggests the name “endometrioma.” 

In a small percentage of cases involuntary muscle 
or fibrous tissue combine with endometrium to form 
a tumor. For such growths, which are usually found 
in the uterus, the author believes the most descrip- 
tive terms are “endometriomyoma” and “ endo- 
metrifibromyoma.”’ Involuntary muscle, when pres- 
ent in excess, is usually in close relation with, but 
not an intrinsic part of, the endometrioma. 

The most important situations in which endo- 
metriomata may develop are the uterine wall and the 
ovary. An endometrioma in the ovary eventually 
results in the production of a tarry or chocolate cyst. 
Herd believes the word “cyst” to be correct in this 
connection, as the tarry material is usually lying in a 
greatly distended glandular lumen, and is not free in 
the ovarian stroma. 

When well-marked evidence of involvement of the 
ovaries is present the clinical signs are those of a 
fixed, enlarged ovary or ovaries, usually lying in the 
pouch of Douglas, and fixed backward displacement 
of the uterus, a state of affairs difficult to distinguish 
from that produced by chronic inflammatory lesions. 

Endometrioma is somewhat difficult to diagnose 
clinically, but the patient may complain of the recent 
onset of acute intramenstrual dysmenorrheoea, at- 
tacks of sharp, acute pain in the lower abdomen, 
menorrhagia, and sterility. The age of the patient is 
usually between 4o and 50 years. 


It is rare for endometrioma to be present in other 
parts of the pelvis independent of the ovaries, but 
when this is the case, the round and uterosacral 
ligaments are most often involved. 

When invasion of the ovaries is extensive, endo- 
metrium is usually found in adhesions thereto and 
also in the ligaments of the uterus, the peritoneum 
of the pouch of Douglas, and on the wall of the sig- 
moid colon or rectum. 

Although it is quite probable that the implanta- 
tion of fallopian epithelium may occur upon the 
surface of the ovary, there is no evidence to suggest 
that this produces any lesion of clinical or patho- 
logical importance. 

There can be no doubt that in the majority of 
endometriomata of the uterus the endometrial tissue 
present is derived directly from the endometrium. 
Possibly implantation and invasion from without 
may occur, but it is improbable that any but the 
most minute lesions could be produced in this way. 

Endometrial tissue may reach the ovary by: (1) 
the implantation of uterine endometrium on the 
surface of the ovary by way of the fallopian tubes; 
(2) direct extension from the uterus along the ovarian 
ligament; (3) changes in the epithelium at the 
abdominal ostium of the tube, whereby it is con- 
verted into endometrium; (4) alteration of the cap- 
sular epithelium; or (5) developmental errors. 

In ovarian endometriomata, part of the anlage of 
the muellerian duct may be included in the ovarian 
anlage in the earliest stages of development of the 
intermediate cell mass. 

In other situations endometriomata may arise in 
one of four ways: (1) implantations of endometrium 
by way of the fallopian tubes; (2) extension, either 
directly from, or following rupture of, an endo- 
metriomatous tarry cyst of the ovary; (3) develop- 
mental errors during the formation of the uterine 
ligaments; or (4) direct extension from the uterus. 

C. H. Davis, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Allan, R. M.: Some Results of Antenatal Super- 
vision: An Analysis of 1,042 Cases. Med. J. 
Australia, 1926, i, 287. 

The case histories reviewed by the author were 
obtained from the records of the Lady Bowen Hos- 
pital for the period from 1923 to 1925. The patients 
were women under observation in the antenatal clinic 
for varying periods of time and subsequently deliv- 
ered in the hospital. Three hundred and ninety-five 
of the 1,042 women were primipare. 

Albuminuria was noted in 154 cases. In 125, the 
amount of albumin was slight and in twenty-nine 
considerable. 

While no case of true hyperemesis was observed, 
there were thirty patients who complained of more 
than the usual discomfort in the early months of 
pregnancy. Constipation and hyperacidity were 
frequently associated with the nausea but yielded 
to treatment. 

Enlargement of the veins of the legs or vulva was 
noted in twenty-four cases. The patients with this 
condition complained of discomfort and difficulty in 
walking. Many others had varicosities, but appar- 
ently the condition did not trouble them. 

External pelvimetry was performed as a routine 
and in any suspicious case the patient was admitted 
to the hospital for internal measurements. Some 
contraction was found in eleven cases. 

Prophylactic external version was performed in 
fourteen cases of breech presentation. There were 
several recurrences which were remedied before 
term. ‘The average time at which version was per- 
formed was about the eighth month. 

Mitral stenosis was found in twelve cases. The 
symptoms were generally mild. ‘Two patients were 
admitted to the hospital for rest and treatment. 

Notwithstanding the prevalence of pyelitis in 
(Jueensland, there were only five cases in which a 
definite diagnosis of this condition was made. 

Besides cases of excessive liquor amnii associated 
with twin pregnancy, there were five others. The 
only fetal abnormalities in these cases was harelip 
in one infant. 

In one of the two cases in which pulmonary tuber- 
culosis was found, a normal confinement occurred at 
term, the chest condition remaining quiescent. In 
the other, labor was induced because the lesion 
became active. 

Syphilis in its primary and secondary manifesta- 
tions was rarely found, and only one patient was 
treated for it. A Wassermann test was performed 
only in cases with a history suggesting syphilis. 

Leucorrhoca due to the gonococcus was present in 
several cases. 


Four deaths are recorded. Two were due to 
eclampsia, one was due to pulmonary embolism, and 
one to endocarditis. 

Twenty infants were born dead. The cause of 
death was maceration in five cases, prolonged labor 
with forceps in five cases, asphyxia due to twisting 
of the cord tightly around the neck in four cases, 
toxemia in three cases, prematurity in two cases, 
and breech presentation in one case. Three infants 
died in the hospital following premature birth. 

The total number of cases classed as morbid 
according to the British Medical Association stand- 
ard equalled 9 per cent. One patient developed 
phlegmasia. There were no other cases of definite 
puerperal sepsis. Cart H. Davis, M.D. 


Hetényi, G., and Liebmann, S.: Investigations of 
the Calcium Metabolism in Pregnancy (Unter- 
suchungen ueber die Kalkregulation in der Schwan- 
gerschaft). Med. Klin., 1925, xxi, 1929. 

The author reports on investigations regarding 
calcium metabolism in pregnancy. From 60 to 70 
per cent of the calcium in the blood is in the form of 
ionized calcium. ‘The rest is bound up with the 
albumin of the plasma or consists of non-ionized 
calcium salts. The calcium content of the blood is 
constant. The regulation of calcium mobilization 
and accumulation depends upon the organs of 
internal secretion, the sympathetic nervous system, 
and the organs of excretion in addition to the cal- 
cium content of the tissues. 

In fourteen cases of pregnancy the calcium con- 
tent of the blood determined according to the de 
Waard method was found to be between 9 and 12.6 
mgm. per 100 c.cm. (average, 10.45 mgm.). In 
non-pregnant women it was between 10.5 and 12 
mgm. In the last months of pregnancy there is a 
slight, though definitely demonstrable, diminution 
in the blood calcium. 

In investigations of the accumulation of calcium 
in the blood in pregnancy (a calcwmia reaction), to 
c.cm. of a 10 per cent calcium chloride solution were 
injected intravenously after the blood calcium had 
been determined during fasting. Five minutes, one 
hour, and three hours later, other calcium dete: mi- 
nations were made. ‘The calcium content of the urine 
was also determined before and after the experiment. 
The calcium excreted through the intestine is prac- 
tically constant (between 7 and 14 per cent) and may 
be disregarded. ‘The tests showed that the calcium 
introduced into the pregnant organism was rapidly 
removed (for the most part after five minutes). 

The excretion of calcium through the kidneys was 
determined after the intravenous injection of 10 
c.cm. of calcium solution, the catheter urine being 
examined every ten minutes. These investigations 
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did not give definite results, this being explained by 
the marked variations in the cases of individual 
non-pregnant women. ‘They showed only a slight 
increase in the excretion of calcium, yet there seems 
to be an increased permeability of the kidneys to 
calcium during pregnancy. 

‘To determine the calcium-removing action of the 
fetus, blood from the umbilical vein and artery was 
examined immediately after the birth of the child. 
The blood from the umbilical vein was richer in cal- 
cium than that from the umbilical artery. 

All of the findings demonstrate that in pregnancy 
there is an increased avidity for calcium. ‘This is 
explained by the requirements of the growing fetus 
and perhaps also by a special property of the cells 
of the pregnant organism. Scumuprt (G). 


Bohnen, P., and Borrmann, K.: Studies on the 
Increase in the Quantity of Blood During 
Pregnancy (Untersuchungen ueber die Vermehrung 
der Blutmenge in der Schwangerschaft). Arch. f. 
Gynack., 1925, CXXVi, 144. 

This article begins with a review of the different 
methods by which the quantity of blood in the body 
can be determined during life. 

In the authors’ determinations of the quantity of 
blood during pregnancy, the method of Griesbach 
was used. ‘Ten cubic centimeters of a 1 per cent 
well-filtered aqueous solution of congo red were 
injected. ‘The solution used for comparison (which 
had been carefully standardized and in the prepara- 
tion of which the same syringe was employed) con- 
tained ro c.cm. of congo red to 1,000 c.cm. of 
distilled water. ‘The readings based on the blood 
serum therefore always represented a fraction of the 
standard solution. By dividing 1,000 c.cm. by the 
fraction obtained from the observations, the quan- 
tity of serum was determined, and from this the 
total quantity of blood was calculated: 

100 X quantity of serum (in c.cm.) 

serum volume (equals 100 — corpuscle volume) 

The readings were made with the Autenrieth 
apparatus. The work of Behring and de Fries and of 
Koch and Jakobovitz indicated that the quantity of 
blood remains constant or decreases slightly, but the 
authors’ results showed the marked difference of 7.7 
and 7.0 per cent of the body weight between the 
middle of the first and second halves of pregnancy. 
This difference is attributed to the marked increase 
in the body weight. When the weight of the fetus is 
subtracted from the mother’s body weight, the two 
results approach each other. 

In the ten normal cases the blood mass equaled 
6.4 per cent of the body weight, a value close to that 
determined by Griesbach (6.7 per cent), especially 
when it is borne in mind that the quantity of blood 
is smaller in the female than in the male. ‘The 
authors’ results agree also with those of Mahnert, 
Kaboth, and Neubauer. 

As the result of their findings, the authors agree 
with Frey that an increase in the blood mass begins 
in the first month of pregnancy. Bock (G). 


Naujoks, H.: The Liver Function Test with Tetra- 
chlorphenolphthalein in the ‘Toxicoses of 
Pregnancy (Leberfunktionpruefung mit Tetra- 
chlorphenolphthalein bei Schwangerschaftstoxiko- 
sen). Zentralbl. f.Gynack., 1925, xlix, 2755. 


The Rosenthal tetrachlorphenolphthalein test for 
liver function was made in the cases of fifty women, 
some of whom were healthy and not pregnant, others 
pregnant and healthy, and others pregnant and 
showing signs of a toxicosis. ‘The technique was the 
following: 

From 5 to ro c.cm. of blood were caught in a 
centrifuge tube from a vein of the arm and immedi- 
ately thereafter 5 mgm. of tetrachlorphthalein per 
kilogram of body weight were injected through the 
needle which had been left in place. In order to 
protect the wall of the vein and the puncture canal 
from necrosis by the dye, 20 c.cm. of physiological 
sodium chloride solution were injected with another 
syringe. After periods of fifteen minutes and one, 
two, or more hours, 5 or 6 c.cm. of blood were taken 
fiom the other arm and serum obtained from it by 
allowing it to stand or centrifugalizing it. This 
serum was carefully divided into equal amounts in 
test tubes and to each tube a few drops of a 5 per 
cent sodium hydroxide solution were added. In 
contrast to the serum in the control tube, which 
remained light yellow, the other serum assumed a 
varying Burgundy red color. The dye content was 
measured by the colorimeter of Bogen. 

In the presence of liver injuries the dye remains 
in the blood longer than in normal persons. It then 
appears in the urine. The results of the investigation 
showed that in the toxicoses of pregnancy there is a 
variation from the normal, but this is not always in 
proportion to the severity of the condition. Severe 
functional disturbances of the liver were found in 
eclampsia and severe icterus of pregnancy, but dis- 
appeared again rapidly with improvement in the 
clinical symptoms. The appearance of the dye in 
the urine could not be interpreted as pathological. 
While the excretion of the dye was marked in the 
toxicoses, this was observed also in healthy persons. 
It is possible that the test may prove of aid in 
determining whether the interruption of pregnancy 
is indicated in severe hyperemesis. 

In healthy pregnant women no disturbance of the 
liver was demonstrable with this test. 

RoEHER (G). 


Stephenson, H. A.: Laboratory Aids in the Diagno- 
sis and Control of Eclampsia. Culifornia & 
West. Med., 1926, xxiv, 484. 

Stephenson states that the attempt to differen- 
tiate the hepatic from the nephritic type of toxemia 
is futile and that there seems even to be some ques- 
tion as to whether pre-eclamptic toxwmia is the 
invariable forerunner of eclampsia. 

He regards the tests for liver function now in use 
as dangerous, difficult to apply, and unreliable and 
concludes that the information derived from them 
does not justify their employment. 
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Kidney function tests are much better adapted 
for use in the toxemias under discussion. ‘The 
readings are not constant, however, and lowered 
function is most apt to be demonstrated in cases in 
which some damage has been done to the vascular 
system of the kidney or those with pre-existing 
nephritis. Except in definite nephritis, positive 
findings come late in the disease, usually at a time 
when simpler methods, such as a study of the urinary 
sediment with routine urinalysis, give equally 
accurate findings. After the acute toxamia has 
subsided, the tests, though not delicate or exact, 
yield considerable information concerning kidney 
function, particularly with regard to permanent 
damage, which is of importance in the prognosis of 
future pregnancies. 

Chemical analysis of the blood may be omitted, 
with the possible exception of the determination of 
the blood urea. The uric acid, creatinin, sugar, and 
catalase have been shown to be normal. Lumbar 
puncture does not give material assistance. An 
examination of the eye grounds should be made in 
all acute cases. Retinitis, hemorrhage, and choked 
disk indicate a serious condition. Blood-pressure 
readings are important. A gradual increase, par- 
ticularly in the diastolic pressure, usually means an 
increasing toxamia. 

Goopricu C. ScHaurriter, M.D. 


Jerlov, E.: Appendicitis During Pregnancy and the 
Puerperium (Ueber Appendicitis waehrend der 
Graviditact und im Puerperium). Acta obst. ct 
gynec. Scand., 1925, iv, Supp. 

This report is based upon 456 cases of appendicitis 
occurring during pregnancy or the puerperium which 
were seen in seventeen general hospitals and four 
lying-in hospitals in Sweden in the period from tg00 
to 1920. In the cases in which the diagnosis was 
verified by operation or autopsy, the incidence of 
the various types of appendicitis was as follows: 

Preg- Puer- 
nancy perium Total 


Type of appendicitis cases Cases Cases 
Acute catarrhal and ulcerative..... 70 6 76 
Acute gangrenous................ 38 § 43 


Acute, with circumscribed suppura- 
tive peritonitis (operation within 
Pg en a ee ee ree 

Acute, with circumscribed suppura- 
tive peritonitis (operation after 
WOES hss hen bo acddauea 45 13 58 

Acute, with diffuse suppurative peri- 
tonitis (operation after 48 hours) 26 2 28 

AE a eee ee vane eee 59 5 64 
Of the cases in which the clinical diagnosis was not 

verified by operation or autopsy, the condition 

occurred during pregnancy in 127 and in the puer- 
perium in thirty-three. The great frequency of 
appendicitis during pregnancy and the puerperium 
in the latter part of the twenty-year period is attrib- 
uted to better diagnosis, extension of the indications 
for operation, and greater frequency of the less 


25 2 27 


severe type of the infection. The less severe type of 
appendicitis occurs more frequently during the first 
four months of pregnancy than in the later stages. 

About two-thirds of the pregnant women with 
appendicitis were under 30 years of age. The inci- 
dence of appendicitis in primiparz was the same as 
that in all pregnant women, and its incidence during 
the puerperium was about the same as its incidence 
during pregnancy. When it developed during the 
puerperium it usually occurred during the first week. 
This is explained by the fact that labor may cause 
a latent appendicitis to flare up. 

A differentiation in the distribution of the pain in 
the earlier and the later periods of pregnancy and in 
the more severe and the lighter cases of appendicitis 
was impossible. In most cases the pain occurred in 
the right lower quadrant of the abdomen. Other 
types were pain radiating from the epigastrium to 
the region of the appendix, diffuse abdominal pain, 
pain in the region of the appendix, around the 
umbilicus, in the lower half of the abdomen, and in 
the left side. As a rule the pain was severe. Nausea 
and vomiting. were rarely absent. Chills occurred 
during pregnancy only in the severe cases. In 
puerperal appendicitis they were less common. In 
the early months of pregnancy, the pain, nausea, and 
vomiting of appendicitis may be mistaken for the 
more common disturbances of pregnancy, and in the 
later months as indications of the onset of labor. 

In the majority of cases of appendicitis during 
pregnancy the temperature and pulse were the same 
as in uncomplicated appendicitis, but in a few cases 
the temperature was relatively low. In puerperal 
appendicitis the temperature and pulse were usually 
increased. 

‘Tenderness was present in nearly every case. In 
the light cases it was usually localized over McBur- 
ney’s point, and in the severe cases in the right 
lower quadrant of the abdomen. Muscular rigidity 
was present in almost a third of the light cases and in 
almost half of the severe cases. Resistance was 
palpable in about one-tenth of the lighter cases and 
in about one-fourth of the severe cases. In two cases 
of appendicitis during pregnancy the movements of 
the fetus caused pain, probably because of peri- 
toneal irritation. The clinical picture of puerperal 
appendicitis does not differ from that of the ordinary 
form. 

No conclusions can be drawn from a leucocytosis 
as a moderate leucocytosis is physiological at the end 
of pregnancy. Neither is much aid given by the 
erythrocyte sedimentation test or the Perman- 
Rovsing sign (a certain type of pain in the appendix 
region when pressure is exerted on the left lower 
quadrant of the abdomen). Bastedo’s sign—pain in 
the region of the appendix after inflation of the colon 
with air—may prove of value in the differential 
diagnosis when simpler methods fail. Roentgenog- 
raphy is of value only in so-called chronic appen- 
dicitis. 

Pyuria, bacteriuria, and cystitis suggest involve- 
ment of the urinary tract but do not rule out the 
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presence of appendicitis. At times the differential 
diagnosis between appendicitis and pyelitis may be 
very difficult. Cystopyelitis during pregnancy is 
suggested by localized pains of a drawing character 
in the sacral and lumbar regions associated with a 
relatively high temperature, a good pulse, and 
absence of tenderness over the appendix. 

In acute salpingo-odphoritis during pregnancy the 
differential diagnosis from appendicitis may be 
facilitated by a history of criminal abortion and of 
pain occurring first in the epigastrium and then 
gradually becoming localized in the right lower 
quadrant of the abdomen. 

In ectopic pregnancy the initial pains are usually 
diffuse and there is a history of attacks of syncope. 
The most important signs, besides the quick pulse, 
are the blood pressure and the haemoglobin content 
of the blood. When a massive free haemorrhage 
occurs. the blood pressure falls very low within a few 
minutes, but it remains low for only a few hours if 
the haemorrhage does not recur. The hamoglobin is 
relatively slightly lowered at first, and is lowest on 
the third or fourth day. When the hemorrhage is 
not severe the blood pressure does not fall markedly. 
A distinct reduction of the hamoglobin within a few 
days in association with the development of resist- 
ance in the lesser pelvis suggests a hamatocele. 

In cases of twisted cyst of the ovary or parova- 
rium the pains are usually localized and periodic, the 
general condition is better than in appendicitis, and 
immediately after the torsion a large tumor may 
become palpable. Small cysts are diflicult to 
diagnose. 

In attacks of cholelithiasis and cholecystitis, the 
initial pains are usually in the axilla or the back, high 
up between the shoulders, and the tenderness is 
higher than that of appendicitis. 

Other conditions to be differentiated are tuber- 
culosis and carcinoma of the cacum, sarcoma of the 
small intestine, ileus, and criminal abortion. 

In light cases of appendicitis in pregnancy without 
suppurative peritonitis, labor has little effect upon 
the appendicitis. When peritonitis has developed, 
delivery before operation aggravates the condition. 

With regard to the influence of appendicitis upon 
pregnancy the author has found that abortion may 
be caused by the disease or by the intervention, 
especially when suppurative peritonitis has devel- 
oped and especially during the later months of 
pregnancy. The influence of appendicitis upon labor 
is manifested by the retention of placental tissue, 
especially when suppurative peritonitis has devel- 
oped. 

The prognosis of appendicitis with suppurative 
peritonitis during pregnancy depends chiefly upon 
the extent of the peritonitis and the time that oper- 
ation is performed with relation to the onset of the 
disease. Labor and abortion render the prognosis 
unfavorable, especially if they occur before opera- 
tion. It has not been determined whether an 
advanced stage of pregnancy has an unfavorable 
influence upon the prognosis. 
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When appendicitis occurs during pregnancy, oper- 
ation should be performed immediately. The preg- 
nancy should be left undisturbed and delivery should 
be conducted according to the usual obstetrical prin- 
ciples. If labor sets in during the operation, the 
operation should be completed and the delivery con- 
ducted thereafter in the usual way. 

During the late stages of pregnancy the incision 
should be high up and more lateral than usual, and 
the uterus should be handled as little as possible. 
Otherwise the procedure should be the same as in 
appendicitis without pregnancy. 

Louts Neuwe tt, M.D. 


Albert: The Bacterial Content of the Uterine 
Cavity During Pregnancy (Der Keimgehalt der 
graviden Uterushoehle). Arch. f. Gynaek., 1925, 
CXxv, 386, 397. 

The belief that except in gonococcal and tubercu- 
lous infection of the uterus, the uterine cavity above 
the internal cervical os is free from bacteria is incor- 
rect. The occurrence of diseases of the endometrium 
during pregnancy calls attention to the fact that 
other bacteria besides the gonococcus and tubercle 
bacillus are present in the uterus and develop a 
pathogenic action under favorable conditions. 

In an article on latent bacterial endometritis 
during pregnancy the author called attention to such 
conditions and reported that numerous bacteria 
were found in six of twenty cases and severe inflam- 
matory and suppurative changes in the others, 
Recently similar findings were made in three of four 
cases in which pregnancy was interrupted by 
laparotomy and sterilization was done. In one case 
staphylococci in pure culture and in another Gram- 
positive diplococci were obtained from the material 
in the uterus. 

The author draws the following conclusions from 
his investigations: 

1. Every vagina contains bacteria. 

2. The bacteria may infect the cervix and the 
uterine cavity at any time. 

3. Frequently after a brief acute stage, the infec- 
tion becomes latent. 

4. Pregnancy is possible in the presence of a 
latent infection. 

5. During pregnancy there may be inflammatory 
processes which are partly of bacterial origin and 
therefore of a truly infectious nature. 

On the basis of these facts the author attempts to 
explain the etiology of the toxicoses of pregnancy, 
nausea, vomiting, hyperemesis, and eclampsia which 
may be due to resorption of the toxins excreted by 
the bacteria. If the excitants of infection are able to 
acquire their full virulence in the early months of 
pregnancy, spontaneous febrile abortion is the result 
and the endometritis following the abortion is to be 
considered as merely the continuation of the endo- 
metritis of pregnancy. Missed abortion, hydrorrhaa 
of pregnancy, febrile miscarriages, and severe endog- 
enous puerperal sepsis in spontaneous deliveries 
without exogenous infection may also be explained 
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by this theory. The technique of the bacterial and 
the histological examinations is described. Prophy- 
laxis consists in daily irrigations with sodium chlo- 
ride-solution. 

In the discussion of this report WALDSTEIN stated 
that cases presenting the signs of endometritis during 
pregnancy are exceedingly rare. In a case of this 
type in which the infection caused death one hour 
after delivery, autopsy revealed a pronounced sup- 
purative deciduitis of the entire uterine cavity. A 
purulent deposit showed Gram-positive bacilli. The 
child was born dead and slightly macerated. No 
bacteria were demonstrable in the blood or spleen 
of the mother. 

Dyrorr maintained that the demonstration of 
bacteria in the decidua in a few cases of eclampsia 
does not justify the assumption that this and 
similar conditions are of bacterial origin. 

Herscuan (G). 


Bazala, G.: The Wassermann Reaction in Preg- 
nancy, Labor, and the Puerperium (Wasser- 
mann-Reaktion in der Graviditaet, Geburt, und 
Wochenbett). Casop. lék. Eesk., 1925, Ixiv, 1431, 
1480. 

The cases reviewed were studied in the months of 
October, November, and December of 1922, and 
January, February, and March of 1923. This time 
was chosen because warm weather may have some 
influence on the results of the tests (Stuehmer and 
Dreyer), especially if, as in these investigations, they 
are made only twice a week. 

Of eighty-nine positively luetic women, only 
twenty-eight (31.46 per cent) admitted lues in giving 
their history. A positive diagnosis of lues in the 
mother was made in cases in which the Wassermann 
test was positive and the infants showed clinical 
signs of the infection or luetic changes at autopsy. 
Women whose children could not be kept under 
observation for a considerable period of time were 
not included in the statistical study. 

The blood tested was obtained from the umbilical 
cord of the child and a vein of the mother. As con- 
trols, the Sachs-Georgi and Mecinicke tests were used. 
Non-specific extracts were employed. The reliability 
of the retroplacental blood for the Wassermann test 
did not come within the scope of this investigation. 

Six hundred and twenty-seven women were 
examined. Of these, something was known as to the 
fate of the children of 255 (40 per cent). The mor- 
tality of the children of these 255 women was 25.49 
per cent. Of the total number of women examined, 
164 had a positive Wassermann reaction. Of the 
latter, forty-six (28 per cent) were delivered of still- 
born infants. However, if only those women are 
considered whose children were kept under observa- 
tion for a longer period (as in the 25.49 per cent men- 
tioned) there were forty-six dead infants from eighty- 
five mothers (54.11 per cent). 

If the tvpe of reaction is taken into consideration 
(the maternal blood, the cord blood, or both), the 
findings were as follows: 


Of sixtv children whose mothers’ venous blood 
gave a positive Wassermann reaction, twenty-seven 
(45 per cent) died. 

Of thirty-two with a positive Wassermann reac- 
tion of the cord blood, twenty-five (78.12 per cent) 
died. 

In nine cases with a positive Wassermann reaction 
in both the cord and the maternal blood, there were 
eight infantile deaths, a mortality of 88.8 per cent. 
In four of the infants which died the presence of 
congenital lues was established also by autopsy, and 
in three clinically (87.5 per cent). 

In Group 2, congenital lues was proved clinically 
or at autopsy in eighteen (72 per cent), and in 
Group 1, in twenty-one (77.78 per cent). In the 
cases of the twenty-four infants dying of syphilis the 
Wassermann test of the cord blood was negative in 
45 per cent and positive in 55 per cent. In these 
cases the Wassermann test of the maternal venous 
blood was negative in 31.25 pes cent and positive in 
68.75 per cent, whereas that of the maternal and 
cord blood was negative in 28.57 per cent and posi- 
tive in 71.43 per cent. 

Therefore the blood from the umbilical cord is a 
reliable aid in the serological diagnosis of syphilis. 
The best results were obtained from the serum of the 
mother supplemented by those of the blood from the 
cord. 

Of sixty infants whose mothers’ venous blood gave 
a positive Wassermann reaction, 45 per cent died. 
In twenty-one (35 per cent) of these sixty infants. 
the presence of lues was established clinically, 
pathologico-anatomically, and serologically. The 
difference of to per cent shows the frequency of the 
non-specific reaction. 

When the cord blood gave a positive Wassermann 
reaction, the mortality due to lues was 59.38 per 
cent; in 18.74 per cent syphilis was not definitely 
proved to be the cause of death. When both samples 
of blood gave a positive Wassermann reaction 78 per 
cent of the deaths were due to lues and only 10.89 
per cent had no luetic basis. 

Contrary to Pankow, who reported that he had 
never found a positive Wassermann reaction in chil- 
dren whose mothers reacted negatively, the author, 
in a period of nineteen months, found a positive 
reaction in blood from the umbilical cord in the cases 
of seven children whose mothers’ venous blood was 
negative. In these cases, as in all of the others, 
controls were run in two laboratories and supple- 
mented by the Meinicke and Sachs-Georgi tests so 
that errors were excluded. In several of these in- 
fants, syphilis was revealed also at autopsy although 
the mothers’ blood was not positive until later; in a 
few instances the mothers of the women had died of 
tuberculosis. 

The course of puerperal infection in the luetic 
women was severe as part of the defensive strength 
was used up against the lues. In sixty-nine cases the 
Meinicke and Sachs-Georgi tests were made in addi- 
tion to the Wassermann test. The later fate of only 
twenty-five of the children is known. Emphasis is 
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placed on the following types of cases of positive 
syphilis in children: 

1. Those in which all three reactions are negative 
during pregnancy, the venous blood first becoming 
positive during labor. 

2. ‘Those in which the venous blood during labor 
is negative to the Wassermann test and positive to 
the precipitation tests, the Wassermann reaction 
becoming positive first after labor. 

3. Those in which the Wassermann test is posi- 
tive and the precipitation tests are negative. 

4. Those in which the cord blood gives a positive 
Wassermann reaction and a weakly positive reaction 
to the precipitation tests and the maternal blood is 
negative. In these cases the infant dies, but lues is 
not demonstrable either clinically or at autopsy. 

5. Those in which syphilis is positively present in 
the infant and the precipitation test is positive but 
the Wassermann test is negative. 

In cases of eclampsia the author has never ob- 
tained a positive Wassermann reaction. 

As has been demonstrated also by other investi- 
gators, the author found the precipitation tests 
highly sensitive. He therefore believes they should 
be used as supplements to the Wassermann test, and 
that when they show a positive reaction antisyphilis 
treatment is indicated. 

In the last part of the article Bazala reviews the 
current theories as to the time that the infection of 
the infant occurs and the treatment. Gross (G). 


LABOR AND ITS COMPLICATIONS 


Martius, H.: The Mechanism of Labor in Brow 
Presentations (Die Geburt in Stirnlage mit beson- 
derer Beruecksichtigung des Austrittsmechanismus). 
Arch. f. Gynack., 1925, €xxvi, 671. 

In 23,000 deliveries at the Bonn Clinic in the last 
sixteen years there were nine brow presentations, or 
one in every 2,550 births. In three of the nine cases 
delivery occurred spontaneously; in four, it was 
effected with forceps; in one, a caesarean séction was 
done; and in one, craniotomy was performed after an 
unsuccessful attempt at version. Eight of the 
infants and all of the mothers left the clinic well. 

On the basis of these cases the author made a 
careful study of the mechanism of the descent of the 
head in brow presentation. He found that the 
frontal suture is not always in the vertical position, 
as was formerly believed; very frequently it is 
transverse or oblique. In the material of the Bonn 
Clinic there was one case in which the brow-present- 
ing head was delivered with the frontal suture 
transverse, and in recent years three cases of this 
type have been reported by Zimmermann, Heinlein, 
and Eisenberg. In all of these there occurred a 
relatively rapid spontaneous delivery of a living 
child of normal or larger than normal size. 

Accordingly this type of delivery in brow presen- 
tations is not a great rarity. A review of the litera- 


ture shows that it is relatively common. Heinricus 
found it in about ro per cent of the cases. 





INTERNATIONAL ABSTRACT OF SURGERY 


The second peculiarity of brow-presentation deliv- 
eries is the fact that the frontal suture is often 
oblique. Mueller has called attention to this. In 
such a case one frontal eminence becomes fixed 
under the symphysis and the cheek or a higher part 
of that side of the face precedes it. 

The third peculiarity of brow presentation is the 
fact that even the mentoposterior mechanism is not 
necessarily a hindrance to delivery since, if the pelvic 
measurements are normal, the spontaneous delivery 
of a fully developed child is possible. During the 
extension of the head under the symphysis the 
frontal suture is oblique, one parietal eminence is 
inserted under the symphysis, and the region of the 
great fontanelle forms the fixed point. 

In conclusion the author discusses the obstetrical 
assistance indicated in brow presentations. As about 
40 per cent of all brow presentations terminate in 
spontaneous delivery, Martius agrees with von 
Jaschke that in these, as in face presentations, the 
management should be expectant. When inter- 
ference becomes necessary, it should be undertaken 
with the greatest care and consideration for the 
mother. The value of such procedures as manual 
rotation, pubiotomy, cwsarean section, and the use 
of the Kjelland forceps in brow presentations is 
discussed. Whenever forceps are applied in cases of 
brow presentation the direction of the frontal sinus 
and the possibility of mentoposterior delivery with 
the frontal suture in the oblique direction should be 
borne in mind. Martius (G). 


Subcutaneous Symphyseotomy (Zur sub- 
Arch. f. Gynaek., 1925, 


Klee: 
cutanen Symphysiotomie). 
CXXV, 597.- 

During the last four years at the Provincial School 
for Midwives at Cologne, symphyseotomy was per- 
formed on seventy-eight women. Of the twenty-five 
women who were primiparw, twenty-one were deliv- 
ered with forceps, two by version and extraction, and 
two spontaneously. Of the fifty-three multiparz, 
thirty-one were delivered by version and extraction, 
fifteen by forceps, one by breech extraction, and six 
spontaneously. 

There was one maternal death due to sepsis which 
was not caused by the operation. Four children (5.1 
per cent) were born dead or died shortly after birth. 
Twenty-eight of the mothers had been delivered of 
forty-eight dead infants in seventy-nine previous 
pregnancies. Eight of the multipare had had a 
previous cesarean section. Eight were subjected to 
symphyseotomy for the second time and one was 
subjected to it for the third time. One patient later 
developed a vesicovaginal and rectovaginal fistula 
which was cured by operation. A haematoma formed 
in four cases; in two, it healed spontaneously, in one 
it was punctured, and in one it suppurated. One 
patient had thrombosis and two had_ thrombo- 
phlebitis. The women were discharged between the 
fourteenth and twentieth days. 

Of the forty-four married women to whom a ques- 
tionnaire was sent, thirty-four replied. ‘Thirty-one 
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were entirely without symptoms. One complained of 
symptoms following thrombophlebitis and another, 
who had been pregnant again, of pain in one leg and 
incontinence of urine during coughing. A third com- 
plained of pain in the lower part of the abdomen. 
In neither of the latter two cases was the complaint 
attributed definitely to the operation. Most of the 
women stated that they experienced weakness on 
walking for five or six weeks after the operation. In 
two cases this persisted for five or six months and in 
one case for a year. Several women had urinary 
incontinence for a while after the operation. 
Twenty-five women were re-examined. In most of 
them, mobility of the symphysis was noted when the 
legs were raised or spread apart. Roentgenograms 
made with the legs together and spread apart usually 
showed connective tissue healing; callus formation 
was present in only a few cases. In the cases with 
separation of the symphysis when the legs were 
adducted stability was not disturbed. The X-ray 
showed permanent widening of the pelvis in only a 
few cases. The author believes that the manner in 
which the symphyseotomy wound heals plays no 
part in the mechanical physiology of the pelvis. 
Disturbances in walking are usually due to prevent- 
able damage to the sacro-iliac joint and its liga- 
ments. KoERTING (G). 


Rossier and Le Lorier: Pelviotomies (Les pelvioto- 
mies). Gynéc. et obst., 1925, xii, 318. 

This article is a report of the debate as to the 
relative merits of pelvisection and low cwsarean 
section which followed the publication of an article 
by the authors on pubiotomy and symphyseotomy. 

Pelvisection is especially favored by Spanish and 
Latin-American obstetricians, who, following the 
lead of Zarate of Buenos Aires, generally perform a 
subcutaneous symphyseotomy. According to Her- 
nandez of Havana, pelvisection is to be considered 
only for dystocia of pelvic origin. Unlike casarean 
section, which is a symptomatic treatment, it deals 
with the immediate emergency and, by enlarging the 
pelvis, makes possible subsequent normal labors. It 
should therefore be limited to cases with a conjugata 
vera of at least 8 cm. While it may be successful 
when the conjugata vera is less than 8 cm., it does 
not, in such cases, assure suflicient permanent en- 
largement of the pelvis for future spontaneous 
deliveries. The reality of the permanent enlarge- 
ment is attested by the observations of various 
obstetricians, and in recent years has been clearly 
demonstrated by the X-ray. In none of Hernandez’ 
cases was there dystocia at a subsequent labor. 

Because of the excellent results of cervical casa- 
rean section and the Portes operation in cases in 
which infection was suspected, infection is not im- 
portant as an indication for symphyseotomy or pubi- 
otomy. The dangers to the sacro-iliac joints, the 
urethra, the bladder, and the uterus are regarded 
as slight. The simplicity of Zarate’s technique makes 
symphyseotomy possible under conditions which 
render the usual procedures impossible. 


Especially since the introduction of the cervical 
cesarean section and Portes’ operation, French 
surgeons have so restricted the indications of pubi- 
otomy and symphysecotomy that they rarely perform 
them. The gradual abandonment of pelvisections by 
those who once recommended them enthusiastically 
is due to the unsatisfactory results of the operations 
and the tendency to favor preventive treatment as 
opposed to treatment of necessity. 

Among the disadvantages of pelvisection, Hamm 
mentions the high fetal mortality (6.5 to 20 per cent) 
and the immediate and late complications in the 
mother which, if not often fatal, retard her con- 
valescence. During the period when pubiotomy was 
in vogue, dangerous hamorrhages, infections, tears 
of the bladder and vagina, and incontinence of urine 
led to restriction of the indications for the operation. 

For many years obstetricians have wavered be- 
tween two procedures—expectant treatment termi- 
nated by operation, the nature of which depended 
upon the requirements of the particular case, and 
preventive treatment. The latter consisted first in 
the premature induction of labor and later became 
the classical casarean section performed at or before 
the onset of labor. 

Pelvisection is always an operation of necessity in 
the same class as the use of forceps. Its indications 
are reduced by Couvelaire, an advocate of preventive 
treatment, to one. In a clean case with only slight 
pelvic contraction, symphyseotomy performed ac- 
cording to Zarate’s technique (giving an enlarge- 
ment of 3 cm.) should be substituted for the applica- 
tion of forceps on the head fixed in the superior 
strait. Brindeau adds as conditions the complete 
dilatation of the cervix, multiparity, and a living 
infant. He also has become convinced that the 
symphyscotomy of Zarate is an improvement over 
pubiotomy. 

It is generally believed that the newer modifica- 
tions of cawsarean section are preferable to pelvisec- 
tion both as preventive and as urgent operations. In 
cases reviewed by Schickélé the maternal mortality 
of pelvisection was 3.7 per cent while that of the 
cervical casarean section was 3 per cent although 
cesarean section was performed on a greater number 
of cases with infection. ‘The relative value of the 
Portes procedure (exteriorization of the uterus after 
a classical cesarean section) in infected cases has not 
yet been determined. 

Kouwer renders his casarean sections extraperi- 
toneal by suturing the borders of the parietal peri- 
toneum to the uterus about the site of the incision. 
When he closes the abdominal wall he leaves a drain 
in contact with the uterine wound. With this tech- 
nique he obtained a successful result in seven of nine 
especially unfavorable cases. 

Abert F. De Groat, M.D. 


Kane, H. F.: Caesarean Section: Types and Tech- 
nique. Virginia M. Mounth., 1926, liii, 43. 

The so-called classical cwsarean section is the 

simplest operative procedure in obstetrics. Its 
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dangers are haemorrhage, sepsis, gastric distention, 
tympanitis, adhesions, and rupture of the uterus in 
a subsequent pregnancy. Its mortality ranges from 
1.5 per cent in clean cases to 10 per cent when it is 
performed late in labor (potential infection). Long 
labors, manipulation from below, and the presence 
of infection contra-indicate its use. 

In cases of full-term pregnancy the author makes 
the abdominal incision above the umbilicus. The 
uterine incision should be in the midline, which is 
the least vascular area. The child is delivered as in 
a breech extraction, the placenta is removed manu- 
ally, and the uterine cavity is explored with the 
fingers. 

To prevent any local necrosis, pituitrin is given 
intramuscularly instead of into the uterus. The 
uterine incision is closed with two rows of sutures 
while held against the abdominal wall by two trac- 
tion sutures at either end of the incision. ‘The stitches 
are placed by touch as constant sponging may 
traumatize the tissues. ‘The peritoneum is closed 
separately and with care to prevent the escape of 
uterine contents into the abdomen. When healing 
occurs by first intention there is practically no scar. 
Nearly every wound, however, is at least slightly 
infected. 

The low cervical section is of advantage because 
it is less apt to leave a weak scar, it is associated with 
less danger of infection, and it is less apt to be 
followed by harmful adhesions. It is indicated in 
cases in which the classical casarean section would 
be dangerous on account of potential infection, but 
by many obstetricians is used in all cases. Its 
notable features are a transverse incision of the peri- 
toneum with dissection of the bladder, a low incision 
of the uterus, and forceps extraction of the head. 
No drain is inserted through the cervix into the 
vagina. 

One hundred classical sections are reported. The 
gross mortality was 5 per cent, but all deaths were 
accounted for by a pre-existing pathological condi- 
tion. ° 

Of twelve patients who were followed up, eight 
had a second section. ‘The uterine scars in all of 
these cases were in good condition. Adhesions varied 
inamount. ‘They were marked in only two cases, and 
extended only to the abdominal wall or omentum. 
A second pregnancy was terminated by normal 
labor in three cases, and by high forceps delivery 
in one. 

In all of a series of sixteen cases in which a 
laparotrachelotomy was done there was potential 
infection, the average duration of labor having been 
thirty-six hours, and the average period of ruptured 
membranes prior to operation sixteen hours. All of 
the patients had been examined from below, some of 
them several times. There was one death, that of a 
patient who had had a ninety-six-hour labor with an 
attempted high forceps delivery. A Porro section 
should have been done in this case. To date, one 


patient has had a subsequent normal labor. 
Goopricu C. ScHAUFFLER, M.D. 
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Sellheim: The Need and Possibility of Giving 
Students Practical Instruction in the Usual 
Methods of Controlling Hamorrhage in the 
Third Stage of Labor, the Management of 
Abortion, Etc. (Notwendigkeit und Moeglichkeit 
die Studierenden in den gewoehnlichen Blutstillungs- 
methoden der Nachgeburtsperiode und in der 
Abortbehandlung usw. praktisch auszubilden). 
Arch. f. Gynaek., 1925, Cxxv, 328, 365. 


The author advocates practice for students not 
only in obstetrical procedures such as the use of the 
forceps, version, and extraction, but also in the 
methods of controlling hamorrhage and managing 
abortion. 

lor teaching purposes he has therefore had con- 
structed a special Schulze-Winkel mannikin upon 
which the following procedures are possible: 

t. Palpation of all complications peculiar to the 
third stage of labor, of abnormalities of the genital 
canal, and of the rough surface of the placental 
site. 

2. Manual separation of a retained placenta by 
palpating along the umbilical cord to its insertion 
and then over the border of the placenta which is 
covered by the membranes, effecting the separation 
under the pressure of the external hand, and with- 
drawing the placenta. As is done in actual practice, 
the hand is then inserted again to determine that the 
uterus is completely empty. 

3. Bimanual massage for hemostasis, with one 
hand in the uterus and the other on the outer surface 
of the body. 

4. Bimanual compression in which the uterine 
walls, including the bleeding placental site, are 
pressed together. This is done by the external grasp 
according to the Fritsch method, pressure being 
exerted from below with a gauze pad by one hand 
and the uterus being pressed down against the edge 
of the pubic bone with the other, or by the internal 
method with one hand pressing up through the 
anterior vaginal vault against the other hand press- 
ing down on the abdominal wall. The latter is a 
very trustworthy method of arresting hemorrhage 
due to atony. 

5. Palpation of cervical tears and exposure of the 
anterior and posterior cervical lips with the use of 
the vulsellum and the help of an assistant. The torn 
edges may then be grasped systematically with 
hemostatic forceps. The forceps are packed around 
with gauze to add pressure. The removal of the 
forceps without injuring the tissues, each being 
opened with both hands, completes this exercise. 
Students who wish to learn the Henkel method of 
tieating cervical tears may practice this procedure 
also on the mannikin. 

6. Tamponade of the uterus. The technique may 
be practiced in various positions. 

7. The removal of placental rests from the uterus 
by the usual methods. ‘These placental rests may be 
glued into the mannikin. For the placenta, rubber 
sponge tissue has been found practical. 

Conran (G). 
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PUERPERIUM AND ITS COMPLICATIONS 


Neumann, H.: The Degree of Cleanliness of the 
Vaginal Contents at the End of Pregnancy and 
Its Prognostic Significance as Regards Morbid- 
ity During the Puerperium (Die Reinheitsgrade 
des Scheideninhaltes am Ende der Schwangerschaft 
und ihre prognostische Bedeutung fuer die Mor- 
biditaect im Wochenbett). Zéschr. f. Geburtsh. u. 
Gynacek., 1925, 1xxxix, 303. 

The author studied the bacterial flora of the 
vagina at the end of pregnancy in 4oo cases and 
divided these cases into three groups according to 
the three degrees of cleanliness established by 
Schroeder. He also determined the reaction of the 
vaginal secretion to litmus and recorded the appear- 
ance of the vaginal wall. 

In 152 cases the examination revealed a scant 
white granular vaginal secretion, in sixty cases a 
moderate amount of watery to milky secretion, and 
in 188 a pronounced white to yellow fluid. There 
was no absolute parallel between the macroscopic 
appearance of the vaginal secretion on the one hand 
and the bacterial flora and acidity on the other. 
Neither could any difference between primiparz and 
multiparie be established in the bacterial flora and 
the litmus reaction. 

A macroscopically perceptible inflammation of the 
mucous membrane of the vagina with a true puru- 
lent secretion, reddening, swelling, and red points 
was found in only 38.83 per cent of the cases with 
secretion. The degree of inflammation of the walls 
of the vagina depends upon the bacterial flora. In 
multipare with poor closure of the vulva, colpitis 
was almost twice as common as in primiparae with 
well-closed vulva, but the vaginal walls were normal 
in 70.27 per cent of the cases with poor closure of the 
vulva, a fact proving the effectiveness of the natural 
defensive mechanism of the organism. 

In the cases of colpitis with a purulent secretion, 
leptothrix vaginalis was found six times, oidium 
albicans three times, numerous spirochetes of the 
perfringens type twice, and trichomonas vaginalis 
eighty-two times. 

In the cases with trichomonas it seems that clean- 
liness of the third degree and colpitis are primary 
and the invasion of the trichomonas is secondary. 
In all of the comparative tables it is evident that 
toward the end of pregnancy not even half of the 
women had a vaginal secretion with flora of the first 
degree of cleanliness, and that third degree cleanli- 
ness was more common in primiparze as well as mul- 
tiparee. Established colpitis was always associated 
with cleanliness of the third degree, a decrease in the 
acid reaction, and numerous trichomonas. During 
the course of pregnancy the trichomonas are largely 
eliminated from the vagina. As the degree of cleanli- 
ness may improve during pregnancy as well as 
become worse, intensive therapy during this period 
is scarcely justified. 

With regard to the clinical significance of the 
three degrees of cleanliness, the author reports that 
in 350 cases of spontaneous delivery without tearing 


or suturing the total morbidity was 9.14 per cent. 
Pankow states that after the subtraction of cases of 
uncomplicated labor with extragenital causes of 
fever there remain about 5 per cent of primipara and 
about 3 per cent of multipare with an infection 
temperature continuing for days which must be 
attributed to a spontaneous infection with an endog- 
enous source. 

Patients with third degree cleanliness at the end 
of pregnancy are more endangered during the 
puerperium than others. An inciease in the mor- 
bidity due to the presence of trichomonas could not 
be established. These organisms are to be regarded 
as harmless inhabitants of the vagina which are 
usually found associated with an established colpitis 
in a mixed fiora of the third degree of cleanliness. 

The author’s tables show, in agreement with 
Pankow’s findings, that in cases of uncomplicated 
spontaneous delivery without tears or Suturing and 
with first degree cleanliness the morbidity is 4 per 
cent, whereas in similar cases with third degree 
cleanliness it is increased to 5.5 per cent. In cases of 
labor with intervention it is increased to 5 per cent 
when there is first-degree cleanliness and to 14 per 
cent when there is third-degree cleanliness. 

STRAKOSCH (G). 


Louros, N. C.: Prophylactic Immunization Against 
Puerperal Streptococcus Septicaemia (Zur pro- 
phylaktischen Immunisiecrung gegen die puerperale 
Streptokokken-Blutinfektion). Monatsschr. f. Ge- 
burtsh. u.Gynack., 1925, xxi, 142. 


In the course of two years, 682 women were 
immunized against puerperal streptococcic infection. 
In these cases there was danger of such infection 
because of febrile abortion, examinations made out- 
side the clinic, etc. When septicemia is already 
present, immunization fails. It is useless also against 
local infection. 

Of the 682 women immunized, 182 had fever in 
the puerperium and fifty-two of these had a serum 
exanthem. ‘The latter was often associated with 
severe dyspnoea due to swelling of the mucosa. In no 
case, however, did any dangerous condition develop. 

SCHLOSSMANN (G), 


Kuestner: Is a Difference Demonstrable Bacteri- 
ologically During the Puerperium Following a 
Strictly Vaginal Examination and Following an 
Examination of the Uterus During Labor? (Ist 
bakteriologisch im Wochenbett ein Unterschied 
nachweisbar nach reiner Scheidenuntersuchung und 
nach Gebaermutteruntersuchung unter der Geburt?) 
Arch. f. Gynack., 1925, CXXV, 392, 397. 

The facts that on the fourth or fifth day of the 
puerperium pathogenic micro-organisms, especially 
streptococci, are almost always demonstrable in the 
lochia, even in non-febrile cases, and that strepto- 
cocci which may become virulent spontaneously are 
present in the vagina of the pregnant woman even 
before labor, have induced many obstetricians to 
substitute rectal examinations for vaginal examina- 
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tions in every case. Kuestner regards as vaginal 
examinations only those which are strictly limited by 
the external cervical os. Examinations in which the 
finger is forced between the head and the cervical 
wall he considers examinations of the uterus. The 
danger of the latter has been emphasized by Sell- 
heim. 

In order to determine the difference in the mor- 
bidity of these two types of examinations, the author 
made bacteriological examinations of the lochia of 
women subjected to them during labor. His findings 
prove the greater danger of examinations of the 
uterus. In the cases of women who were not exam- 
ined during labor and those who were subjected to 
strictly vaginal examinations, the character and 
number of the streptococci were the same. In both 
series, streptococci were demonstrable on the fourth 
day after delivery in 60 per cent. In the cases in 
which an intentional examination of the uterus was 
done when the cervix was incompletely dilated, 
infection with streptococci was found on the third 
day after delivery in go per cent. 

The uterine examination is dangerous because 
germ-laden vaginal secretion is brought with the 
finger into parts of the birth canal that were sterile 
before and should remain sterile during labor, and 
because, when the cervix is not completely dilated, 
small abrasions of the mucous membrane provide an 
area of diminished resistance to the transplanted 
bacteria. 

The difference in the type of vaginal examination 
used seems to explain the difference in the results as 
regards puerperal morbidity which are reported by 
various institutions. The results of the strictly 


vaginal examination are no worse than those of the 
rectal examination. 

In the discussion of this report, Dyrorr stated 
that women subjected to the intra-uterine examina- 
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tion described by Kuestner remain well clinically as 
long as there is no stasis of the lochia, but when 
retention of lochia occurs palpation may lead to 
intoxication fever. Even when a properly conducted 
intra-uterine palpation is done for suspected reten- 
tion of placental rests, the placental site must be 
mechanically injured. Kuestner’s findings indicate 
that curetting of this site is dangerous and disproves 
the theory that manual separation of the placenta 
and postpartum palpation are relatively harmless. 
Furru reviewed some statistics from the Cologne 
Clinic which show that the puerperal morbidity is 
higher following vaginal examinations than following 
rectal examinations. I[eRscuan (G). 


NEWBORN 


Kennedy, R. L. J.: Duodenal Ulcer in Melzna 
Neonatorum: Etiology and Healing Process. 
Am. J. Dis. Child., 1926, xxxi, 631. 

Kennedy describes a duodenal ulcer which 
occurred in a case of melana neonatorum. Patho- 
logically it presented the same features as duodenal 
ulcers produced experimentally, especially in the 
early stages of healing. Microscopic sections showed 
that the epithelium grew over the granulation tissue 
in a single layer of cells and that the epithelium of 
the glands took part in the healing process. 

Mention is made of the occurrence of diplococci 
in this and other ulcers from cases of meliena neona- 
torum. 

The study shows that healing of duodenal ulcers 
begins very early and proceeds rapidly so that 
under proper conditions the lesion may be entirely 
repaired in a few days. 

‘The finding of streptococci in the ulcers examined 
indicates the probable etiology. 
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ADRENAL, KIDNEY, AND URETER 


Hinman, F.: Renal Counterbalance. California & 
West. Med., 1926, xxiv, 333. 

Studies of structure have shown that growth by 
hyperplasia or new tissue formation may occur in 
young animals and children for a considerable period 
of time after birth. In the human kidney, it occurs 
up to the fifth or sixth year. 

Renal atrophy has been regarded almost univer- 
sally by pathologists as degenerative in type and due 
to bacterial, chemical, or other toxins producing the 
well-recognized pathological cloudy swelling and 
fatty amyloid and hyaline degeneration. However, 
there is also a well-recognized type of atrophy due to 
inanition, pressure, or inactivity which may be 
termed ‘biological atrophy,” and it is possible 
experimentally to produce what appears to be an 
inactivity renal atrophy. 

For clinical purposes, four types of renal tissue 
may be distinguished, relative to the adjustments 
that may follow surgery or disease. Re-adjustments 
betweén these four types of tissue lead to four types 
of counterbalance. The normal renal tissue may 
show a complete unilateral counterbalance. Re- 
adjustments among portions which have an equal 
qualitative ability to respond result in a co-operative 
type of counterbalance, whereas re-adjustments 
between portions of unequal qualitative ability to 
respond, irrespective of quantity mass, result in a 
competitive type of counterbalance. 

Louis Gross, M.D. 


Helmholz, H. F., and Field, R. S.: The Acute 
Changes in the Rabbit’s Kidney, Particularly 
the Pelvis, Produced by Ligating the Ureter. 
J. Urol., 1926, xv, 409. 

The changes in the pelvis of the rabbit’s kidney 
produced by ligation of the ureter consist in: (1) 
hemorrhage, oedema, and exudation of leucocytes, 
which begin after four hours and reach a maximum 
in from eighteen to twenty-four hours; (2) destruc- 
tion of small or large areas of the epithelial lining 
leading to ulcers or deep sterile abscesses in the peri- 
pelvic tissues; (3) healing beginning after forty- 
eight hours by the proliferation of connective-tissue 
cells and the removal of the destroyed leucocytes by 
polyblasts; (4) healing of the small lesions of the 
pelvis by the formation of a pyogenic membrane 
and the lateral ingrowth of pelvic epithelium; (5) 
the formation of small diverticula by the irritating 
action of the urine when large openings have 
allowed it to penetrate far into the tissues; and (6) 
replacement of the normal fat and connective tis- 
sue about the pelvis by dense fibrous connective 
tissue. 


The changes in the kidney proper consist in: 
(1) exceptionally, focal necrosis of the epithelium 
with leucocytic infiltration; (2) very exceptionally 
(only once in the experiments reviewed), infarction 
of the kidney; and (3) necrosis of the tubules of the 
papilla, exceptionally with necrosis of the entire 
papilla 

The relation of these experiments to the patho- 
logical changes of pyelitis in man can be summarized 
as follows: 

1. Certain haemorrhages in the pelvis of the kid- 
ney following obstruction of the ureter (evidence of 
which is found after death) may be attributed to 
pressure and not necessarily to infection. 

2. The formation of diverticula of the pelvis 
might give rise to a sterile pyuria persisting for a 
long time. 

3. The products of acute inflammation may be 
so rapidly removed that practically no trace is left 
after a period of fourteen days. 

4. The necessity of controlling results in experi- 
ments on the injection of bacteria into the pelvis, 
when the ureter is obstructed, is evident. The 
presence or absence of infection makes no marked 
difference in the gross and microscopic appearance 
of hydronephrotic kidneys during the first twenty- 
four hours. 


Grauhan, M.: Reactions Following the Relief of 
Hydronephrosis (Ueber die Entlastungsreaktionen 
bei Harnstauungsniere). Verhandl, d. deutsch. 
Gesellsch., 1925, p. 157. 

When the kidneys have been injured by the dam- 
ming back of urine, operation may be followed by 
death from renal insufficiency or by serious disturb- 
ances of healing, hamorrhage, etc., against which 
the most rigid asepsis and the best technique are 
powerless. 

A careful study of kidney function and its im- 
provement by pre-operative management are essen- 
tial for successful operation in all cases of obstruc- 
tion to the outflow of urine from the bladder. After 
the removal of the obstruction, kidneys damaged by 
retention may entirely recover, but in a certain 
percentage of cases death occurs during the conse- 
quent reaction. 

If cystostomy is performed, the reaction following 
the relief of the retention often consists in a marked 
diuresis. Occasionally, however, this reaction does 
not occur, and in rare cases the sudden relief leads 
to oliguria which in turn may lead to complete 
anuria. In cases in which cystostomy causes no 
perceptible change in the amount of urine and is 
followed by stupor, examination of the blood reveals 
an increase in the nitrogenous elements. This 
increase reaches its maximum on the second day 
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after the operation and as a rule decreases on the 
third day. In unfavorable cases, retrogression does 
not occur. 

In order to diminish the decompression reaction 
as much as possible, cystostomy is performed at the 
Kiel Clinic only after a preliminary preparation of 
eight days, during which time the bladder is gradu- 
ally emptied. Despite these precautions, 4 per cent 
of the patients with prostatic conditions die during 
the period of preparation. Dencks (Z). - 


Hellstroem, J.: Experiences Regarding the Origin, 
Growth, and Spontaneous Passage of Renal 
Calculi (Kinige Erfahrungen ueber Entstehung, 
Wachstum, und spontanen Abgang von Nieren- 
steinen). Zlschr. f. urol. Chir., 1925, xviii, 248. 

Hellstroem gives first a historical review of the 
theories of stone formation in the urinary passages. 
Most generally accepted today is the theory of 
Schade, Lichtwitz, and others that the formation of 
stones is a colloidal chemical process. The cause of 
the colloidal crystalloid precipitation, however, has 
not yet been satisfactorily explained. 

The factors stimulating the stone-producing proc- 
esses may include the diatheses in which, perhaps as 
the result of qualitative changes, the excreted salts 
may play a réle. Other factors may be an increase in 
the calcium content of the blood such as is associated 
with diseases causing bone destruction, the free 
ingestion of alkaline water for therapeutic purposes, 
bacterial decomposition of urea, the increased secre- 
tion of organic substances in the urinary passages, 
and retention of urine. Associated with these there 
may be hereditary and geological influences. 

Of particular importance in the production of 
calculi are bacteria causing an increase in the secre- 
tion of organic substances as the result of inflamma- 
tion or, through selective action upon the tubules, 
causing the excretion of abnormal colloidal masses. 
At the Mayo Clinic it has been established that 
certain bacteria have a specific stone-forming power. 

The author regards infection as the chief factor in 
stone formation. In support of his theory he cites 
the calculi which occur in association with staphy- 
lococcuria, the organic substance of which consists 
almost entirely of staphylococci. In such cases the 
staphylococci may have an active calculi-building 
action. Hellstroem dealt with this subject in an early 
publication. To the eight cases observed previously 
he adds in this article three others in which the 
calculi were examined. 

In order to determine the importance of the colon 
bacillus in the formation of calculi, Hellsttoem made 
experiments in vilro. ‘These showed that under 
certain conditions the bacillus coli may reduce the 
acidity of the urine and thereby favor the precipita- 
tion of alkaline salts. Hellstroem concludes that 
stones may be formed by the colon bacillus espe- 
cially in cases of retention of urine in the renal pelvis. 

Renal calculi grow with various rates of speed. 
The aseptic type may inciease in size very slowly 
while those due to infection may increase very 


rapidly. Moreover, the growth may proceed at a 
regular rate and rapid growth may be interrupted 
by cessation of growth. In some cases a stone 
already formed may disappear spontaneously. These 
changes are explained by variations in the reaction 
and retention of urine and in the bacterial flora. The 
article contains illustrative case histories with 
roentgenograms. 

Regarding the spontaneous passage of kidney 
stones the reports of urologists differ markedly. Of 
greatest importance is the relationship between the 
size of the stone and the diameter of the ureter. 
Strictures make the passage of a stone impossible. 
Regularly formed stones pass better than those that 
are irregularly formed, but even small concretions 
often remain in the ureters for a long time because 
they excite spasms of the ureter. The spontaneous 
passage of stones the size of hazelnuts is impossible, 
but the author has observed on three occasions the 
spontaneous evacuation of large coral-shaped stones. 
In these cases the stone crumbled in the pelvis of the 
kidney or was a compressed mass of gravel rather 
than a true calculus. 

Phosphate carbonate stones are particularly 
affected by the action of the urine, an alkaline urine 
and bacteria causing them to soften. The author 
believes that in his cases the stone-producing factors 
ceased to work; in two, in which the formation of the 
stone began during a long illness from another 
cause, the passage of the stone took place some time 
after the patient had left his bed. The passage of the 
stones seems to occur more easily when the patient 
is out of bed and moving about. 

The origin, growth, and possibility for spontane- 
ous passage of renal calculi are of practical impor- 
tance as regards the treatment. Examinations should 
be made to determine whether the stones are pri- 
mary or secondary, their number, size, and position, 
the function of the kidney, and, if possible, the 
cause of the stone formation, and whether it is 
progressive, stationary, or retrogressive. 

JANSSEN (Z). 


Falci, E.: Renal Tuberculosis in the Child as Com- 
pared with That in the Adult (La tuberculose 
rénale de l'enfant comparée a celle de adult). J. 
d’urol. méd. et chir., 1925, XX, 301. 

The author does not accept the opinion expressed 
by several authorities that renal tuberculosis in the 
child treated by nephrectomy offers the same favoi- 
able prognosis as 1enal tuberculosis in the adult 
similarly treated. He states that tuberculosis in the 
child is always a grave affection, this being proved 
by statistics. 

The frequency of tuberculosis has been given as 
1.49 per cent between the first and fifth years of age, 
1.49 per cent between the fifth and tenth years, 11 
per cent between the eleventh and twentieth years, 
and 35 per cent between the twenty-first and thir- 
tieth years. In Sergent’s opinion, however, the 
incidence of renal tuberculosis is highest in the 
child and as the disease becomes rapidly diffused the 
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renal infection comes to form a part of the picture 
of generalized tuberculosis. Falci states that this 
may be true for bilateral infections, the incidence of 
which is much higher in the child (28 per cent) than 
in the adult (14 per cent). 

Falci concludes that renal tuberculosis is much less 
frequent in the child than in the adult. In the young, 
it is found most often between the ages of 13 and 18 
years. In renal tuberculosis in the adult the results 
of nephrectomy are excellent, but in renal tubercu- 
losis in the child the frequency of meningitis and 
disseminated tuberculosis makes the results very 
different. According to the statistics given by the 
author, the mortality is 44 per cent, a cure is ob- 
tained in 24 per cent, and the condition is not bene- 
fited in 16 per cent and is made worse in 16 per cent. 

ALBERT F’, De Groat, M.D. 


Bugbee, H. G.: Some Interesting Problems in 
Renal Surgery. J. Urol., 1926, xv, 431. 

Bugbee reports five cases which, when first seen, 
presented nothing pathological besides unilateral 
hematuria and the presence in the urine of atypical 
and fatty epithelia. Repeated pyelographic exami- 
nations revealed a progressive filling defect in the 
renal pelvis. A diagnosis of malignancy was made in 
every instance. In three of the four cases which 
came to operation a renal carcinoma was found, and 
in one a hypernephroma. 

The author believes that in cases of mild inter- 
mittent painless hematuria a very careful study 


‘should be made. If the results are negative, repeated 


examinations, including cystoscopy, pyelography, 
functional tests, and a search for atypical and fatty 
epithelia in the urine, should be carried out. In this 
way, early renal malignancy may be diagnosed and 
removed before metastases occur. 

Three cases of renal tuberculosis are reported to 
demonstrate the marked increase in resistance in 
this condition. In spite of evident generalized in- 
volvement, removal of the more diseased kidney 
brought about a cure. In four cases in which 
nephrectomy was done, tuberculosis was found in 
the kidney even though repeated examinations for 
tubercle bacilli were negative. In two cases nephrec- 
tomy was rendered necessary by an adherent vessel 
causing marked pyonephrosis. 

Another case reported was one in which a nephrec- 
tomy performed for nephrolithiasis revealed also a 
marked pyonephrosis and a_ beginning tubular 
adenoma in the wall of the pyonephrotic area. 

The importance of conservatism in nephrolithiasis 
was demonstrated by two cases in which, in addition 
to the calculi. there was a marked infection of the renal 
pelvis. Nephrectomy was considered, but conserv- 
ative treatment by nephrotomy brought about a cure. 


Cifuentes: Operative Exploration of the Kidney 
(Contribution 4 étude de Vexploration sanglante 
du rein). J. d’urol. méd. et chir., 1925, Xx, 452. 


In tuberculosis of the kidney it is absolutely nec- 
essary before operation to determine the condition 
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of the normal or less diseased kidney, but when the 
patient comes for treatment the bladder lesions are 
often so advanced that it is impossible to make an 
endoscopic examination. In cases in which clinical 
symptoms indicate which kidney is diseased, ne- 
phrectomy has been based on the finding of a normal 
Ambard’s constant for the other kidney. But 
Cifuentes believes that when catheterization is 
impossible and there is uncertainty as to which 
kidney is diseased, operative exploration is prefer- 
able. For this purpose he has tried Key’s ureterot- 
omy, Choltrow’s compression of the ureters, and 
double lumbotomy. From his experience he con- 
cludes that double lumbotomy is the exploratory 
operation to be preferred. He has performed it in 
eighteen cases. In eight, he performed it in one 
stage and in ten in two stages. 

He believes that when the functional test is satis- 
factory, examination by lumbotomy is sufficient to 
show the possibility of nephrectomy. The appear- 
ance of the kidney, perirenal fat, and ureter is sufli- 
cient to indicate the presence or absence of tuber- 
culous lesions... In almost all cases of advanced 
tuberculosis the ureter is indurated or increased in 
size. When one kidney shows advanced macroscopic 
lesions, the other may have beginning lesions even 
though it appears normal on macroscopic examina- 
tion, but this does not contra-indicate nephrectomy. 
Nephrectomy based only on the constant is regarded 
as justifiable by some surgeons, and it is certainly 
justifiable if, in addition to the constant, the kidney 
has been examined by lumbotomy. However, a 
functional test should always be made before the 
exploration. The author prefers the phenolphthalein 
test to Ambard’s constant because of the simplicity 
and exactness of the former. 

If there are any clinical indications as to which 
side is the more diseased, the exploration should be 
begun on the more normal side to determine whether 
operation on the other side is permissible. If there 
are no clinical signs, a roentgenogram should be 
taken since there are characteristic shadows in 
tuberculous lesions. For purposes of comparison, the 
two kidneys should be X-rayed on the same plate at 
the same time. If simple inspection of the kidney 
and ureter is not thought sufficient, the pelvis may 
be punctured and a small amount of urine collected 
for quick examination. 

In three of the eight cases of exploratory lumbot- 
omy in one stage, operation was not performed 
because the lesions were double. In the five others, 
nephrectomy was followed by recovery in four and 
by death from septicaemia in one, a mortality of 
12.50 per cent. Of the ten cases in which the lumbot- 
omy was performed in two stages, the diseased side 
being known or suspected, the nephrectomy was 
performed in the second stage in eight with recovery 
in all. In two cases, no operation was performed. 

If the diseased side is unknown and on exploration 
the diseased kidney is encountered first and it is 
necessary to explore the other side, it is preferable 
to operate rapidly in one stage, tamponing the 
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diseased kidney on the first side temporarily so that 
if the other kidney is in good condition nephrectomy 
may be performed on the diseased kidney at once. 
If operation were deferred in such a case, cicatricial 
adhesions might prevent an extracapsular nephrec- 
tomy. 

If the diseased kidney is known and the more 
nearly normal side is explored first, operation may 
be performed in one or two stages, depending upon 
the patient’s condition, but operation in two stages 
is less dangerous. Aubrey G. MorcGan, M.D. 


Weiser, A.: A Clinical Study of Nephrectomy (Zur 
Klinik der Nephrektomie). Ztschr. f. urol. Chir., 
1925, XViii, 29. 

Hochenegg established the urological section of 
his clinic in 1910. Pleschner has repeatedly reported 
on the total material in which renal operations were 
performed. In this article Weiser reviews 149 cases 
which were treated by nephrectomy in the period 
from 1904 to 1922 inclusive and discusses the indi- 
cations, technique, and complications of the oper- 
ation. 

He takes up first the effect of catheterization of 
the ureter which has been done before every opera- 
tion on the kidney performed since 1906 and is 
always done on both sides. ‘There has been no case 
of postoperative anuria or “renal death.” 

The urologists at the Hochenegg Clinic prefer to 
chromocystoscopy the observation of the excretion 
of indigocarmine on bilateral catheterization of the 
ureters. Nephrectomy is undertaken when the 
excretion of the dye from the kidney to be conserved 
begins within fifteen minutes after the intramuscular 
injection. However, in one case in which it was 
delayed up to twenty-four minutes the kidney func- 
tioned sufficiently well after nephrectomy. In severe 
affections of the bladder the bladder tolerance nec- 
essary for catheterization of the ureters is obtained, 
not by spinal or sacral anwsthesia, but by prelim- 
inary filling of the bladder with a 0.5 per cent 
novocain solution or, if necessary, by the induction 
of general anesthesia. 

Pyelography (contrast medium a 20 per cent solu- 
tion of sodium bromide) is used very frequently, but 
is not employed in tuberculosis of the kidney. 

Pneumoperitoneum is regarded as dangerous, as 
is also the diagnostic exposure of the kidney. 

Among the indications for nephrectomy, the most 
important, next to tuberculosis, is hypernephroma. 
A solitary metastasis is not a contra-indication as it 
can be operated upon successfully. Albrecht and 
l'insterer and Colmers have reported such cases. As 
regards large size and immobility of the tumor, 
which Federoff considers contra-indications, the au- 
thor states that in his opinion an attempt at oper- 
ation is justified even when there is slight chance of 
success. On the other hand, he considers as an 


absolute contra-indication a symptomatic varicocele 
(Hochenegg) which does not disappear after dis- 
placement of the tumor. An absolute indication for 
nephrectomy is tuberculosis of the kidney, but only 
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when it has been proved unilateral. Closed tubercu- 
losis should also be operated upon. 

In other kidney diseases conservative operations 
come up for consideration, but as such operations 
are no less dangerous than nephrectomy and the 
surgeon is frequently forced to do a secondary 
nephrectomy, conservative operations are usually 
indicated only for cases in which the involvement is 
bilateral and nephrectomy is impossible because of 
insufficiency of the other kidney. Therefore in the 
Hochenegg Clinic a primary nephrectomy is per- 
formed far more frequently than other operations 
for renal lithiasis. Pyelotomy is done only for the 
removal of small stones and in cases in which the 
kidney is aseptic or only slightly infected. 

For hydronephrosis, Hochenegg prefers primary 
nephrectomy as he believes nephrostomy and the 
various plastic operations offer little chance for 
success. 

The most important condition warranting a con- 
servative operation is the cystic kidney, but in three 
cases of polycystic degeneration Hochenegg was 
forced to perform a nephrectomy. All three patients 
left the clinic cured. 

Not a single case of rupture of the kidney requiring 
nephrectomy was observed during the entire nine- 
teen years. This is surprising as rupture of the 
kidney is one of the relatively frequent injuries in 
Vienna. 

Nephrectomy as performed at the Hochenegg 
Clinic is usually a lumbar procedure. A transperi- 
toneal nephrectomy was done only fifteen times. In 
contrast to von Haberer’s practice, the latter type 
of operation is always followed by drainage. When 
possible, the vessels of the renal pedicle are ligated 
separately. The ureter is ligated only after ligation 
of the blood vessels. In tuberculosis there is no 
definite way of treating the stump of the ureter; all 
methods are followed by a more or less lasting ure- 
teral fistula in about 33 per cent of the cases. The 
musculature is sutured in layers. The operation is 
done as a rule under general anesthesia. Paraverte- 
bral and spinal anawsthesia have not given good 
results. 

In discussing the complications of the operation, 
the author states that opening of the peritoneum 
(thirty-four cases of lumbar nephrectomy) and open- 
ing of the pleura had no disturbing sequela. Injury 
of the intestinal tract is more serious. Duodenal 
fistula, which developed in twelve cases collected 
from the literature, usually causes death. In the 
cases reviewed the vena cava was injured twice 
(both patients recovered), thrombophlebitis of the 
lower extremities developed three times, and six 
patients died from postoperative peritonitis. In one 
case in which death followed the nephrectomy the 
fatality was attributed to the anesthesia as no other 
cause could be found. The total mortality of ne- 
phrectomy for the whole period was 12 per cent and 
for the last ten years ro per cent. 

The article is supplemented by a bibliography. 

PFLAUMER (Z). 
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BLADDER, URETHRA, AND PENIS 


Blaustein, N.: Changes of Urine Reaction a Vital 
Factor in the Treatment of Primary Acute 
Bacterial Cystitis. J. Urol., 1926, xv, 363. 

Muschat, M.: Ammonium Chloride as a Urinary 
Acidifier. J. Urol., 1926, xv, 375. 

BLAUSTEIN limits his observations to the types of 
cystitis which are considered primary. These depend 
upon a local inflammation caused by pathogenic 
organisms which have gained entrance to the bladder 
through the urethra or some contiguous organ. He 
discusses the bacteriology of the condition, the 
chemical! factors concerned in the changes in the 
reaction of urine, and the treatment based upon a 
combination of these two factors. In the treatment, 
the reaction of the urine should be changed as soon 
as the diagnosis is made and later changed again. 
The best acidifiers are calcium chloride and ammo- 
nium chloride. The best alkalinizer is sodium bicar- 
bonate. The best antiseptic is urotropin. Urotropin 
is given during the acid phase, and during this pertod 
forced diuresis is avoided. In several cases Blaustein 
has obtained favorable results with autogenous 
vaccines. These seem to have the most favorable 
effect in the acid types of cystitis. 

Muscuatr deals with a study of urinary acidifiers. 
Sodium benzoate, ammonium benzoate, and acid 
sodium phosphate are those most frequently used. 
The first two saits of benzoic acid are not sufliciently 
powerful to render the urine markedly acid and fre- 
quently fail entirely. Acid sodium phosphate is 
regarded by the author as the most dependable, but 
fails entirely at times to render the urine strongly 
acid and seems especially prone to fail in cases of 
suprapubic drainage in which its help is most 
urgently needed. 

In experiments which he reports, Muschat found 
that ammonium chloride in a dosage of 15 gr. three 
times a day causes a decided increase in the normal 
acidity of the urine and may be used in the same 
dosage to change the reaction in cases of alkaline 
cystitis. Joun G. Curetuam, M.D. 


Cunningham, J. H., and Graves, R. C.: Tumors of 
the Bladder: Remarks on the Essential Fea- 
tures and the Demonstration of a New Dia- 
thermy Device. Boston M.&S.J., 1926, exciv, 573. 


Investigations on diathermy appear to indicate 
that the proper heat is destructive, and that larger 
areas may be destroyed by the proper application of 
diathermy than by any other means. The only 
limitation in connection with such destruction of 
tumor tissue is that imposed by the necessity of pre- 
venting injury to nearby important structures. With 
the ordinary form of diathermy the destruction is 
sometimes too extensive and at other times not 
sufficient, and there has been no means of deciding 
this very important matter. The device of Graves 
provides a method by which it is possible to destroy 
the desired area completely without destroying 
adjacent areas which should be preserved. This form 


of so-called ‘‘controlled diathermy” has been tried 
for a year on a sufficient number of cases to show 
that its employment with or without combined 
radium treatment in the so-called non-operable 
cases, and even in some in which the condition is less 
advanced, is the best means at our disposal. 

The greatest defect to date in the use of diathermy 
has been the absolute lack of accuracy of dosage. 
Consequently the results have been unsatisfactory. 
Clinically, the result of diathermy is the product of 
the temperature developed in the tissues treated and 
the length of time that this temperature is main- 
tained. The devices used heretofore for the meas- 
uring of the heat have been inadequate. 

Graves’ apparatus consists in a multiple system of 
thermocouples. The variable junction of each couple 
lies in the tip of an intravenous needle, and the 
entire system communicates with a central switch- 
board which in turn communicates with the record- 
ing meter. These thermal junctions measure heat 
with far greater accuracy than is possible with a 
thermometer. When they are embedded in the 
tissues, they record the temperature actually existing 
in that tissue, thus giving the information essential 
for the accurate use of diathermy and assuring com- 
plete destruction of the tumor and protection against 
the injury of vital structures. 

After exposure of the tumor the needle-junctions 
are implanted in the normal tissue around its periph- 
ery in all planes. The degree of heat produced is 
recorded by these outposts. For further protection 
against injury of the vagina or rectum in the treat- 
ment of tumors of the floor of the bladder with 
diathermy, vaginal and rectal applicators, which are 
left in position during the operation, may be used. 
The meter employed is calibrated in units of heat so 
that temperature readings may be taken directly 
without loss of time. The apparatus is so simple and 
compact that it can be embodied readily in any of 
the diathermy machines now in use. 

The usual two electrodes are used: the active and 
the inactive. The latter, for tumors of the bladder, 
is usually a lead plate placed against the outer sur- 
face of the body opposite the growth. The active 
electrode is of various forms. Flat plate-like appli- 
cators are satisfactory for sessile superficial growths. 
For chronic infections of the adult cervix the elec- 
trode is made to be embedded directly into the 
substance of the tissue to be destroyed. For the 
destruction of tumors, it is made in the form of an 
ordinary wood-screw with an insulated shaft. It is 
literally screwed into position. At the end of the 
procedure, the withdrawal of the screw in its long 
axis serves as a curettage. 

It seems quite proper to speak of cooking in this 
connection for the heat of diathermy diffuses slowly 
and uniformly without charring, which promptly 
insulates the tissue against the spread of further 
heat. This plan of controlled diathermy is not 
intended as a substitute for the present methods of 
treating bladder malignancy. Surgery, radium, and 
deep X-ray therapy, together with diathermy, are 
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all necessary in the treatment of bladder cancer. 
However, with the control described, diathermy can 
be made far more valuable than it has been in the 
past. Louts Neuwevt, M.D. 


Wright, F. R.: Suprapubic Cystotomy. 
Cutan. Rev., 1926, xxx, 129. 


Urol. & 


In a very interesting review the author traces the 
development of cystotomy from the-day of Hippoc- 
rates to the present time. The older operations were 
devised for stone alone and, up to 1560, were done 
by the perineal route. 

The present day suprapubic cystotomy is very 
simple. The bladder is usually distended with water, 
which brings it well up above the pubic arch. The 
incision is begun just below the pubic arch and 
extended upward usually a distance of 3 in. The 
aponeurosis is cut and the recti muscles are separated 
by blunt dissection. The pelvic fascia is punctured 
below and the peritoneum gently raised to the upper 
angle of the wound. The bladder is recognized from 
its muscular structure, its color, and its veins. If the 
bladder is not distended, it is below the pubic arch 
and is found by palpation. 

The bladder wall is caught by broad-beaked for- 
ceps or by sutures and incised between them. The 
water is syphoned off and the drainage tube inserted. 
The bladder is sutured around the tube with care 
not to cause shrinkage of the tissue. A small drain 
is then placed above the tube and the wound is 
closed. To prevent the formation of lime around the 
drainage tube the urine is kept acid. The space of 
Retzius is usually walled off by lymph. If a plain 
tube is used instead of a Pezzer catheter, the bladder 
is sutured to the fascia which is later dissected free 
and dropped back into place. 

If the cystotomy is a preliminary operation, the 
tube is placed well above the symphysis. The peri- 
toneum is packed above with gauze to favor the 
formation of adhesions. The wound is closed between 
the pubis and tube. CLaubeE D. PickreLt, M.D. 


GENITAL ORGANS 


Surraco, L. A.: Considerations on Prostatism and 
Prostatectomy: The Problem of the Closure 
of the Urethra (Considérations sur le prostatisme 
et la prostatectomie; le probléme de la fermature 
urétrale). J. d’urol. méd. et chir., 1925, XX, 273. 

From the standpoint of symptoms, cases of 
prostatism may be divided into two types, those in 
which the chief symptom is dysuria and those in 
which it is nocturnal pollakiuria. In cases of the 
first type treatment is sought early because of the 
development of acute retention. The quantity of 
residual urine is small and renal impairment is 
slight. In cases of the second type treatment is not 
sought until late as acute retention is rare and 
usually transient, but there is considerable residual 
urine and serious impairment of renal function. The 
explanation of these two different pictures is to be 
found in the pathological anatomy. 

The prostate of the patient suffering from dysuria 


has the form of a chestnut. The enlargement is gen- 
eral. On rectal examination the gland is found to 
bulge into the rectum, whereas on cystoscopic 
examination it is seen to extend very little into the 
bladder. Hence it remains confined to the urethra 
and within the sphincter. By means of a sound, two 
points of obstruction are encountered, one at the 
base of the gland and the other at the neck of the 
bladder. These may be seen with the urethroscope. 
The contraction of the sphincter upon the foreign 
body explains the dysuria and the frequency of 
acute obstinate retention. 

In cases of the second type the prostate is not very 
prominent on rectal examination whereas the cysto- 
scope shows the lobes extending laterally into the 
base of the bladder. The prostate has the general 
form of a V. The urethral orifice is funnel-shaped, 
and the only point of obstruction is at the base of 
the gland. As the hypertrophy is largely above the 
sphincter, the function of the sphincter is interfered 
with less than in the other type of case and acute 
symptoms supervene less frequently. 

The difference in the pathological anatomy ex- 
plains also the difference in the postope1ative course 
in the two types of cases. In those of the first type 
the enucleation is carried out within the sphincter, 
the wound is confined to the urethra, and the ham- 
orrhage is minimal, whereas in those of the second 
type, in which the hypertrophy extends into the 
base of the bladder, the enucleation is done above 
the sphincter and leaves a large funnel-shaped 
wound which bleeds freely. 

For patients unable to withstand a prostatectomy, 
a palliative operation should be directed to the site 
of the obstruction, i.e., the base of the gland. ‘The 
author has observed that in the cases of intra-urethral 
hypertrophy, the prostate tends to be forced into 
the bladder at the moment of micturition and the 
obstruction at the bladder neck disappears while the 
obstruction at the base of the prostate becomes more 
accentuated. Hence his operation consists in de- 
struction of the bases of the lobes by fulguration or 
dilatation directed to this point by means of a 
three-branch dilator. Atsert F. De Groat, M.D. 


Hagemann, R.: The Diagnosis and Treatment of 
Hypertrophy of the Prostate (Die Diagnose und 
Behandlung der Prostatahypertrophie).  Wuerzb. 
Abhandl. a. d. Gesamlgeb. d. Med., 1925, ii, 255. 

The author reports upon experiences in the treat- 

ment of prostatic hypertrophy at the Wuerzburg 
Surgical Clinic in the period from 1922 to 1924. 
During this time, sixty-one cases were treated. Of 
the thirty-nine patients who were subjected to 
prostatectomy, thirty-seven were functionally cured 
and two died. Nine patients were treated by the 
formation of a permanent fistula, and thirteen by 
regular catheterization because it was impossible to 
bring them to an operable condition even by pro- 
longed treatment. Of these twenty-two patients, 
thirteen died within from fourteen days to three 
weeks from complications. 
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The timely recognition of prostatic hypertrophy is 
important. The first sign is nearly always some 
disturbance of urination dependent upon the en- 
largement of the prostate and a decrease in the 
contractility of the bladder. The enlargement of the 
prostate, and especially the formation of a so-called 
middle lobe, can usually be discovered by rectal 
examination. Catheterization is also of diagnostic 
aid. The introduction of the catheter is met by a 
characteristic resistance due to the narrowing and 
deviation of the urethra. Of great importance is the 
cystoscopic examination. If it is impossible to intro- 
duce the cystoscope, roentgenography of the bladder 
filled with air may be done or a suprapubic incision 
may be made for exploration. 

Even after the condition has been diagnosed, we 
still know nothing of its severity. The best criteria 
of the latter are the secondary effects on the bladder 
and kidneys. 

Therefore a functional test of the bladder must be 
made. The most important sign of functional blad- 
der weakness is incomplete emptying——the presence 
of residual urine. Up to a certain point, the amount 
of residual urine may be considered an indication of 
the injury that has been sustained by the bladder 
musculature. The cystoscope gives further informa- 
tion. When the bladder is not emptied completely 
there is danger of infection. 

To demonstrate the presence of infection, the 
simple methods of examination suffice, but to deter- 
mine the extent of the infection, cystoscopy and 
possibly catheterization of the ureters is necessary. 

A back-pressure effect upon the upper urinary 
passages, especially the kidneys, may be produced by 
infection and the stasis of urine. Even in the absence 
of marked retention of urine in the bladder, there 
may be considerable functional disturbance of the 
kidneys with dilatation of the renal pelves. In every 
case the function of the kidneys should be tested. 
This is done most easily with the concentration and 
dilution tests. 

Prostatic hypertrophy can be cured only by 
prostatectomy, that is, the removal of the adenoma 
which is usually present. Conservative measures are 
indicated only for conditions of congestion and in- 
creased spasm of the sphincter muscle, and then only 
as long as the symptoms are due to difficulty in 
urination. Operability depends upon the general 
condition, the severity of the infection, and the 
functional capacity of the kidneys. Radical opera- 
tion is contra-indicated by serious affections of the 
lungs, the heart, and the vascular system. 

Infection of the urinary passages requires the most 
careful consideration. It is best overcome by re- 
lieving the urinary stasis. In the less severe cases 
this may be done by regular catheterization followed 
by irrigation of the bladder. In the more severe 
cases the use of a retention catheter left in place 
without changing for three weeks or a suprapubic 
bladder fistula comes up for consideration. The 
author warns against causing reflex anuria by 
emptying the bladder too rapidly. 


After the preliminary treatment of the bladder 
and kidneys the question of operation comes up. 
With regard to the method the author is of the opin- 
ion that none of the three methods in common use 
has any decided advantage over the others. As a 
rule, however, he chooses the suprapubic route 
because of its technical simplicity. If possible, 
general anxsthesia should be avoided. Lumbar 
anwsthesia is best. In the shelling out of the adeno- 
matous mass it is important to enter the proper 
plane of cleavage, since if this is done the wound 
cavity will be smooth whereas otherwise the edges 
will be ragged and hemorrhage will be apt to 
occur. 

The care of the wound requires special attention. 
As a routine the author drains from above and from 
below. In the introduction of the thick retention 
catheter, care must be taken that its tip, which 
should have at least two openings, one behind the 
other, lies in the wound bed of the prostate and that 
the drain introduced from above reaches up to the 
tip of the catheter. In order that the position of the 
catheter and drain may not be changed, they are 
fixed with catgut. The bladder is closed tightly 
around the drainage tube. 

In the after-treatment a continuous outflow of 
urine and of wound secretion must be provided for. 
In order to prevent clogging of the tube by blood 
coagula the author irrigates from above and from 
below every two hours during the first two days, 
then three times a day, and finally only twice a cay. 
If the drain is directed as far as possible upward in 
an oblique direction from the bladder, the bladder 
fistula usually becomes closed in three weeks, but 
when there is severe infection its closure may not 
occur until after six or eight weeks. 

In conclusion the author emphasizes again the 
importance of systematic examination and careful 
preliminary treatment and states that whenever the 
infection and disturbance of renal function are not 
considerably improved by the preliminary treat- 
ment, operation is contra-indicated. ZiLumer (Z). 


MISCELLANEOUS 


Lundsgaard, C., and Mgller, E.: Investigations into 
the Value of the Phenolsulphonephthalein 
Test in Renal and Circulatory Diseases. A cia 
med. Scand., 1926, \xiii, 242. 

Moller, E., and Lundsgaard, C.: Continued Inves- 
tigations into the Excretion of Phenolsulphone- 
phthalein by the Kidneys: The Course of the 
Excretion Curve and the Total Excretion in 
Circulatory and Liver Diseases. Acia med. 
Scand., 1926, \xiii, 268. 

Mgller, E., and Lundsgaard, C.: An Investigation 
into the Fate of Phenolsulphonephthalein in 
the Organism. Acta med. Scand., 1926, \xiii, 277. 


In carrying out the phenolsulphonephthalein test 
the authors have employed exclusively the intrave- 
nous injection method and have considered an excre- 
tion of 70 per cent in the first two hours after the 
injection as the lowest limit of the normal zone. 
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As they found that a marked decrease in water 
excretion may cause a decrease in the phenolsulphone- 
phthalein excretion, they recommend that tr liter 
of water be given simultaneously with the injection 
of the dye. In this way the phenolsulphonephthalein 
test is combined with the Strauss dilution and con- 
centration test. 

‘The dye excretion was found to be decreased in 
twenty-one of thirty-one cases of essential hyper- 
tension without absolute circulatory insufficiency 
(asystole) and in all of six cases of essential hyper- 
tension with absolute circulatory insufliciency 
(asystole). 

Of five patients with arteriosclerosis without 
hypertension, four had a decreased excretion. 

Of twenty patients with organic heart disease 
(without hypertension) which was compensated 
during rest, fourteen showed decreased excretion. 
Of sixteen with absolute decompensation (asystole), 
thirteen had a decreased excretion and three a 
normal excretion. Of four patients with heart 
neurosis, all had a normal excretion. 

Of eighteen patients with various kidney diseases, 
ten showed a decreased excretion. Of four with a 
pure nephrosis, all had a normal excretion. ‘The 
authors believe that the decrease in the cases of 
kidney disease may possibly be explained by the 
simultaneous hypertension or decrease in the water 
excretion, and that if renal disease is associated with 
a decrease in the power of the kidney to excrete 
phenolsulphonephthalein, the decrease is probably 
due to changes in the glomeruli or other parts of the 
renal vessel system. 

‘Two patients with orthostatic albuminuria had a 
normal excretion when they were in bed and a 
decreased excretion when they were up. 

The authors conclude that if the water output is 
greatly diminished or arterial hypertension or some 
other circulatory disturbance is present, it is not 
justifiable to make a diagnosis of kidney disease 
from a decreased phenolsulphonephthalein excretion. 

The decreased excretion is an early and delicate 
sign of incipient circulatory insufliciencys 

In a series of cases it was found that phenolsul- 
phonephthalein does not pass over into the ascitic, 
spinal, hydrothoracic, or (subcutaneous) oedematous 
fluids. This is a fundamental di‘ference between the 
phenolsulphonephthalein and the Strauss water 
tests. 

In a second investigation by the authors the excre- 
tion by the kidneys of phenolsulphonephthalein 
injected intravenously was studied in sixty-seven 
cases for ten hours, at the end of which time it was 
practically always at an end. The entire amount of 
the dye injected was found in the urine in only one 
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case. In a case of circulatory disease the excretion 
was decreased and slightly delayed. The greater the 
circulatory insufficiency the greater the change. The 
excretion was especially protracted in cases with 
liver stasis. The same type of excretion curve was 
found in various liver diseases with and without 
circulatory insufficiency asystole. The conclusion 
was drawn that the liver has something to do wi-h 
the fate of phenolsulphonephthalein in the organism. 

In a further investigation of the fate of phenol- 
sulphonephthalein in the organism, the authors 
found that after the intravenous injection of 6 mgm. 
of the dye in twenty-six cases, no trace of it could be 
demonstrated in the faces on the succeeding days in 
seventeen, but from 1 to 8 per cent was found in 
nine. 

Control experiments with the administration of 
phenolsulphonephthalein by mouth and experiments 
on the effect of the gastric and intestinal contents on 
the dye in vitro showed that the dye is absorbed from 
the digestive canal and is relatively quickly trans- 
formed into colorless compounds by the intestinal 
contents. 

In eight cases a tube was passed into the duode- 
num and a flow of bile provoked. In all of the three 
normal persons, some of the phenolsulphonephtha- 
lein injected intravenously immediately beforehand 
was found in this bile, but in four of five patients 
with liver disease the bile did not contain any 
phenolsulphonephthalein. In the fifth patient a 
trace of the dye was found. 

The authors conclude that these investigations 
also prove that the liver is of importance in the fate 
of phenolsulphonephthalein in the organism. Herein 
lies the possibility of detecting a lesion of the liver 
from a characteristic curve. 


Bazy, P.: Nocturnal Incontinence of Urine in the 
Child. Med. Press., 1926, n.s. cxxi, 355. 


Bazy calls attention to the fact that syphilis and 
renal tuberculosis are often overlooked as causes of 
nocturnal incontinence of urine in children. An 
inferior constitution is often at fault. In the treat- 
ment, the urethra must be explored and patholog- 
ical abnormalities treated. Stricture is particularly 
amenable to correction. An X-ray - examination 
should be made to ascertain whether spina bifida 
is present. The degree of acidity of the urine must 
be investigated and the reaction properly regulated. 
Belladonna or atropine may give palliative relief. 
Local applications of electricity and the epidural 
injection of normal salt solution with cocaine or 
lipiodol are occasionally efficacious. In addition, 
life in the open air, plenty of exercise, and a suitable 
diet are advisable. Joun G. Curereruam, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Koslowskij, A.: Spina Ventosa (Ueber die Spina 
ventosa). Verhandl. d. 16 russ. Chirurgenkongr., 
Moscow, 1924, May, 259 (Pub. 1925). 

The author made a careful study of twenty-four 
cases of spina ventosa. In these cases there were 
sixty-four foci of inflammation, forty-two of which 
were associated with spina ventosa of the small 
bones of the hands and feet and five with spina 
ventosa of other localization. In seventeen cases 
there was suppuration. From this study the author 
draws the following conclusions: 

Spina ventosa originates in a metastatic manner 
and shows a tendency toward spontaneous recovery. 
Pathologico-anatomically it is characterized by a 
distinct ossifving periostitis and a rarefying osteitis. 
It is caused by a mixed diplococcus and tubercle- 
bacillus infection. The periostitis is the result of the 
normal reaction of the periosteum to the infection. 
The occurrence of a special periostitic form of spina 
ventosa (de Quervain) has not been established. 

The X-ray cannot clarify the pathogenesis of the 
disease. It must be assumed that in the first stage 
an osteitis is produced by diplococci and that later 
the tuberculous infection occurs and becomes pre- 
dominant. In children under 5 years of age osteitis 
is rarely due to the diplococcus, being usually the 
result of tuberculosis. In adults, spina ventosa due 
to the diplococcus and not associated with tubercu- 
losis is more common. Congenital syphilis renders 
children more susceptible to diplococcus and tuber- 
cle-bacillus infection of the bones. 

The management of the suppurative form of spina 
ventosa must be very conservative. It should con- 
sist in puncture, replacement of the pus by antiseptic 
fluids, and the removal of diaphyseal sequestra until 
a strong bony support is formed. In non-suppura- 
tive form, especially in the diaphyseal types, Bier’s 
hyperemia and the use of the Alpine and quartz 
lamps give good results. The value of roentgen irra- 
diation is questionable. In the management of spina 
ventosa and other forms of surgical tuberculosis, the 
possibility of diplococcus infection must always be 
borne in mind. Hotst (Z). 


Roberts, R. E., and Cohen, M. J.: Osteitis De- 
formans (Paget’s Disease of Bone). Proc. Roy. 
Soc. Med., Lond., 1926, xix, Sect. Electro-Therap., 
rs. 

The authors report in detail sixteen cases of osteitis 
deformans. The patients ranged in age from 36 to 70 
years. Eleven were males. The majority showed 
changes typical of the disease. The X-ray examina- 
tion, which included the whole skeleton in some of 


the cases, showed a flattened skull with a blurred 
outer surface, a thickened calvarium, vertebral 
bodies, with an amorphous granular appearance and 
coarse trabeculz, a triangular pelvis, a bending and 
exaggeration of the normal curves of the long bones 
of the lower extremities, and in most of the bones 
small elongated translucent areas suggesting cysts. 

In reviewing the literature of Paget’s disease, 
which includes over 300 cases, the authors state that 
the etiology and pathogenesis of the condition are 
unknown. The most important pathological changes 
are injection of the periosteum, an irregular spongy 
softening of the outer layer of bone interspersed with 
small areas of ivory hardness, and progressive decal- 
cification and resorbtion of the old bone with replace- 
ment by an osteoid tissue. The symptoms, which 
are of gradual onset, are pain in the legs or hip joints 
which becomes more severe after exercise, muscular 
tenderness, and later, bowing of the legs, muscular 
weakness, an awkward, waddling gait, flattening of 
the skull, and limitation of motion in the joints. 

Complications include fractures, osteo-arthritis, 
arteriosclerosis, and pulmonary conditions such as 
bronchitis, emphysema, and tuberculosis. 

The course of the disease is extremely chronic, 
progressive, and crippling. ‘The diagnosis is based 
upon the insidious onset, the characteristic deformi- 
ties, and the X-ray appearance of the bones. The 
treatment is empirical, but some orthopedists report 
improvement following the use of cod-liver oil, 
calcium lactate, parathyroid, thyroprotein, and 
phosphorus. Frank G. Murpny, M.D. 


Magruder, L. F.: Myositis Ossificans Progressiva: 
A Case Report and Review of the Literature. 
Am. J. Roentgenol., 1926, xv, 328. 

The case reported was that of a man 22 years of 
age who gave a history of stiffness of the neck since 
birth. Following an injury at the age of 16 years, 
both hips, both shoulders, and the right elbow be- 
came immovable. Physical examination revealed no 
abnormalities except in the skeletal framework. All 
laboratory examinations were negative. 

Roentgen-ray examination revealed a shaft of 
bone extending from the occipital protuberance to 
the sacrum, corresponding to the ligamentum 
nuche. At various points this was fused to the 
scapul, the ribs, and the iliac crests. Both scapule 
were joined to the ribs by shafts of bone. Similar 
shafts of bone joined the right scapula and the 
humerus and the right humerus to the right radius 
and ulna. Shafts of bone extended from the pelvis to 
ach femur below the lesser trochanter. Localized 
areas of ossification were present in both thighs and 
legs. Both feet showed a characteristic deformity of 
the great toe, there being only one phalanx. 
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Up to the present time, 133 similar cases have been 
reported. In six of the case histories the condition is 
recorded as congenital. 

The author believes that the ossification probably 
begins in the intramuscular connective tissue and 
aponeuroses following capillary haemorrhages. The 
microscopic pictures of myositis ossificans progres- 
siva and traumatica are identical. It appears that in 
all true cases there is some manifestation of micro- 
dactylia. Rosenstein is of the opinion that, as the 
microdactylia has an endogenetic origin causing 
imperfect development in the terminal osseous 
systems, the initial haemorrhage may be due to faulty 
development of the terminal vascular system, the 
capillaries. 

In the case reported, the author removed the shaft 
of bone fixing the right femur and then administered 
2,400 mgm.-hrs. of radium to inhibit bone formation 
and produce endarteritis. 

Cuarres H. Heacock, M.D. 


Schroedl, P.: Injury and Regeneration of Tendons 
(Kasuistiche Beitraege zur Verletzung und Regen- 
eration der Sehnen). Aluenchen. med. Wehuschr., 
1925, Ixxii, 1730. 

Flexor tendons have an especially poor power of 
regeneration. ‘The author reports the case of a boy 
17 years of age who cut the flexor tendons of his left 
index finger. The tendons were not sutured. Four 
and a half months after the injury the boy died from 
an intercurrent disease. 

Section of the finger revealed a regeneration of the 
tendon 1 cm. long at the site of the former injury, 
which was freely movable and bridged over the 
tendons of both of the flexors at the site of the divi- 
sion but did not show the usual lustre of a tendon. 
The regenerated part contained even more cells and 
blood vessels than normal tendon tissue. 

Schroed] reports also a few cases of subcutaneous 
tearing of the tendon of Achilles, the tendon of the 
quadriceps muscle, and the tendon of the ligamen- 
tum patella and discusses the mechanism of their 
occurrence and their treatment. He urgés that at 
autopsy more attention be paid to previous injuries 
of muscles and tendons in order that our knowledge 
regarding the nature and completeness of regenera- 
tion in these structures may be increased. 

GutTzeit (Z). 


Rocher, H. L.: Congenital and Paralytic Club- 
Hand (Main bote congénitale et main bote para- 
lytique). Rev. d’orthop., 1925, xxxii, 633. 

The author discusses the types, anatomy, etiology, 
pathology, and treatment of congenital and paralytic 
club-hand. 

The congenital types include anomalies present 
at birth, growth dystrophies affecting the fore- 
arm, and disturbances of the relations of the radial 
epiphysis due to injury of the wrist. The paralytic 
type is due to muscular dysfunction. 

According to the direction of the deformity, club- 
hand may be divided into four types: the palmar or 
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equinus type, the dorsal type, the valgus or radial 
type, and the varus or cubital type. 

Of the congenital types the most common is the 
radiopalmar type associated with absence of the 
radius. The most common variety of paralytic club- 
hand is the palmar or cubitopalmar type. 

Congenital club-hand is due to intra-uterine 
deformity, dysplasia or absence of muscle groups, or 
joint deformity, such as is often seen in multiple 
joint ankylosis of congenital origin. There is also a 
group of cases in which the condition is associated 
with defects in the bony skeleton. The latter may 
include absence of the radius or ulna. 

By some orthopedists the condition is attributed 
to a coalescence of the radius and ulna, while by 
others it is traced to an atavistic reduction in the 
number of elements. Small capacity of the ut+ri; 
and disturbance of the circulation in the umbi.ical 
cord and amniotic bands were cited as causes by 
Hippocrates, Paré, Kirmisson and Kuemmell. 
Syphilis and toxawmias have also been held respon- 
sible. 

In cases seen early, good results have been ob- 
tained by manipulation, tenotomies, and the use of 
corrective apparatus. In the Sayre operation a 
preliminary osteotomy or resection of the shaft of 
the ulna is done and the deformity corrected. Sev- 
eral months later, the os magnum and the unciform 
are partly resected and the breach so made is im- 
planted into the lower end of the ulna. 

Bardenheuer described an operation in which, 
after liberation of the lower end of the ulna, the 
lower half of the bone is split longitudinally and the 
wrist engaged between the two leaves thus formed 
and fixed in the position of correction by means of 
bone screws. After eight days the screws are 
removed and the limb is immobilized in plaster of 
Paris for a period of five weeks. 

Froelich used to do a preliminary sectioning of the 
ulna 4 cm. above the styloid process and fix the 
proximal end to the wrist. To prevent shortening of 
the forearm he now performs an osteotomy 1 cm. 
above the base of the styloid process, removes the 
periosteum from the portion of the ulna so severed, 
and anchors the ulna to the trapezoid bone of the 
wrist or the second metacarpal by means of silver 
wire. After sufficient regeneration, a fork is formed 
which fixes the wrist in good position. 

Albee does a preliminary correction, by osteotomy 
if indicated, and then fixes one end of a tibial graft 
to the middle of the ulna and introduces the other 
end into a socket made for it in the carpus. 

Since the war, considerable attention has been 
given to the treatment of club-hand, especially the 
type due to peripheral nerve lesions. The apparatus 
used is mainly of two types. One type consists of a 
metal plate modeled upon the palmar surface of the 
hand and causing moderate or complete correction 
of the deformity of the wrist by means of tractors of 
various kinds. The other type causes extension of 
the fingers and wrist by means of tractors of varying 
strength, the fingers being held in the desired posi- 
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tion by a gauntlet or a series of rings. Tendon 
lengthening and transplantation and nerve anasto- 
moses are also done. Antuony F. Sava, M.D, 


Meyer, H.: The Treatment of Flat-Foot by Freezing 
of the Peroneal Nerve (Die Behandlung des Platt- 
fusses durch Peroneusvereisung). Beitr. . klin. Chir., 
1925, CXXXV, 150. 

The author in 1921 recommended freezing of the 
peroneal nerve in cases of contracted flat-foot to pre- 
serve the muscles affected by permanent cramping. 
In this article he reports on fifty-three cases so treat- 
ed from six months to four years ago. 

Under local anesthesia the peroneal nerve was 
exposed above the head of the fibula and placed on a 
lead strip about 1 cm. wide, the surrounding tissues 
being packed off with gauze. The nerve was then 
sprayed for two or three minutes with ethy] chloride 
and finally treated with a stream of warm air from a 
fan. On the following day, massage and movement 
were begun to strengthen the flexors and supinators, 
and a footplate was applied. Thereafter the foot- 
plate was raised at intervals of from four to six 
weeks in order to correct the deformity of the plantar 
arch. 

The treatment was successful in forty-nine cases. 
In all, the contracture was relaxed; in forty, the 
interference with pronation and supination was 
overcome; and in eighteen the deformity also was 
corrected. The function of the peroneal nerve 
returned after five months or at the latest after seven 
months. The functional disturbances were slight, 
even in the twelve cases in which bilateral treatment 
was necessary. 

The procedure described is to be considered only 
for severe cases of flat-foot with contracture in which 
simpler methods would not be successful. It is not 
sufficient, however, for very marked cases with 
great deformity of the tarsus. Sonntac (Z). 
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Busacca, A.: The Transplantation of Preserved 
Tendons (Ueber die Transplantation konservierter 
Sehnen). Arch. f. path. Anal., 1925, cclviii, 238. 

Observations have shown that in preserved grafts 
the connective tissue does not remain unchanged 
following the transplantation. In tissues which are 
easily penetrated by the cells of the host, it is slowly 
absorbed and replaced by newly formed tissue. The 
author ascribes to purely mechanical influences the 
fact that the cells invading the tendon fibers take on 
a form similar to that of the tendon cells. 

In the middle portion of the graft of preserved 
tendon tissue no cells (polymorphonuclear leuco- 
cytes or fibroblasts) are found at any time. The 
author does not ascribe this disappearance of the 
preserved cells to the activity of phagocytes, but 
explains it by the assumption that the chromatin of 
the nuclei becomes dissolved in the body fluids and 
is therefore no longer stainable. 


Particularly in the first days after the transplanta- 
tion, there is a complete adhesion between the young 
fibers and the preserved connective tissue bundles. 
This condition the author attributes to the fact that 
young fibers which, in advancing, meet with an 
obstruction, pile up in front of the obstruction as 
does all soft tissue when it is pressed against harder 
tissue. In dense tendon tissue the absorption of 
preserved tissue proceeds very slowly and the pre- 
served fibers may remain unchanged for a long 
time. 

The use of preserved tissue permits the employ- 
ment of heteroplastic grafts which is not possible in 
the grafting of fresh tissue. Moreover by this pro- 
cedure the processes of self-absorption which occur 
in fresh grafts are avoided and large sections can be 
transplanted. The graft exerts an effect upon the 
cells coming from the body of the host as it causes 
them to erect a structure corresponding to itself. 
By preventing an irregular influx of connective 
tissue elements it prevents the formation of de- 
formed and indurated tissue such as is found in scars. 

CoLLey (Z). 


Gutierrez, A.: Arthroplasty of the Elbow (Artro- 
plastia del codo). Rev. de cirug., Buenos Aires, 1925, 
iv, 270. 

As the result of an accident, the patient whose case 
is reported entered the hospital with rigidity of the 
right elbow and marked swelling and fistula forma- 
tion in the left elbow. In the left elbow a number of 
sequestra could be felt with a sound. Use of the left 
arm caused pain. ‘The roentgenogram of the left 
elbow showed a fracture of the epitrochlea, and that 
of the right elbow a solid comminuted fracture with 
a process of bone extending from the olecranon to 
the humerus which held the forearm rigid in exten- 
sion. 

The left elbow was operated upon by one of the 
author’s colleagues, who performed a resection of 
the joint, leaving a rigid arm which could not be 
used at all. The right elbow was operated upon by 
the author, who performed an arthroplasty. Gu- 
tierrez isolated the ulnar nerve and resected the ole- 
cranon so that extension would be complete and it 
would be unnecessary to reconstruct the olecranon 
fossa. He resected a little over 1 cm. of the humerus, 
removing the new-formation of bone with it, and 
covered the end of the bone with fascia lata which he 
fastened to the neighboring soft parts with catgut. 
The epitrochlea which he had chiseled off he sutured 
to the humerus. Two drains were placed beneath 
the skin and the forearm fully extended and placed 
under continuous extension with a weight of a few 
kilograms. 

Active movements were begun on the eighth day 
after the operation. On the first day the forearm 
could be moved to degrees spontaneously. Active 
and passive movements were continued. The exten- 
sion apparatus was removed on the twenty-fifth day, 
and the patient left the hospital with normal move- 
ments of the forearm. 
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Gutierrez reports also the case of a patient with 
osteochondromatosis of the right elbow and intra- 
articular osteomata of the humerus. In this case he 
resected thirty osteochondromata from between the 
anterior and posterior parts of the joint. At first, 
movement was good, but it gradually decreased and 
finally any attempt at movement caused great pain. 
Afroentgenogram showed a bony process uniting the 
olecranon to the humerus. Arthroplasty was then 
performed. Again, the results were good at first, 
but in the course of mobilization inflammation of the 
elbow developed and movement became painful. 
Another roentgenogiam showed periarticular new- 
growths of bone, probably of periosteal origin. 
Recent reports as to movement from the patient’s 
masseuse are very good. Auprey G. Morcan, M.D. 


Stockmeyer, K. M.: The Value of Surgical Manage- 
ment in Spina Bifida (Zur Bewertung der chirur- 
gischen Behandlung der Spina bifida). Jahrb. f. 
Kinderh., 1925, vii, 1. 

According to Recklinghausen’s classification, 
spina bifida is of four types, which may merge into 
one another: rachischisis, meningomyelocele, myelo- 
cystocele, and meningocele. While the recognition of 
spina bifida as such is easy, the differentiation of the 
various types offers some difficulty and may be 
impossible without operation. 

Operation is the best treatment. The author 
reviews the various operative procedures and de- 
scribes the technique of each. 

In the after-treatment, Stockmeyer uses the 
methods of Henle, placing the patient on his abdo- 
men in a plaster cast with the upper part of the body 
lying obliquely. 

The prognosis of spina bifida as to life can be 
improved only by operation. So far as later function 
is concerned, the prognosis is unfavorable in rachis- 
chisis because of the anatomical failure of union and 
is good only in meningocele when neither the spinal 
cord nor the spinal nerves are united to the cyst wall. 

The author has collected the forty cases of spina 
bifida seen at the Children’s Hospital of Basel in the 
period from 1862 to 1924 (twenty of which were 
operated upon) and 171 cases reported in the liter- 
ature during the last twenty years. Of the children 
not operated upon, 84.3 per cent died during the 
first year. Of the 129 operated upon, 39.5 per cent 
were cured, 15.4 per cent were benefited, 8.5 per cent 
died later of an intercurrent disease or accident, and 
37-9 per cent died during or soon after the operation, 
13.9 per cent succumbing to infection (meningitis) 
and 12.4 per cent to hydrocephalus. 

The prognosis following operation is no worse for 
infants than for older children, but is more favorable 
for boys than for girls and more favorable the 
further caudalward the defect. 

Of the 129 cases in which operation was per- 
formed, hydrocephalus was present before the oper- 
ation in sixteen. In eleven, it became worse after the 
operation, in two it remained stationary, and in three 
it became less marked. In the 113 cases without a 
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pre-existing hydrocephalus, it developed after the 
operation in fifteen. The fact that ulceration was 
present in most of these fifteen cases corroborates 
Muscatello’s theory that the condition is of infec- 
tious origin. Paralysis, which was present before 
operation in thirty-six cases, became better in five 
and worse in eight. In thirteen of ninety-three 
cases, paralysis followed the operation. Of twenty 
children with ulceration of the sac, only three died, 
whereas seven died of perforation of the sac. 
WREDE (Z). 


Lange, M.: The Importance and Treatment of 
Flexion Contracture of the Hip After Polio- 
myelitis (Die Bedeutung und Behandlung der 
Hueftbeugecontractur nach Poliomyelitis). Ztschr. f. 
orthop. Chir., 1925, xivii, 86. 

The author discusses the effect on walking and 
standing of flexion contracture of the hip, particu- 
larly that associated with paralysis of the quadriceps, 
and then reviews the various therapeutic measures 
recommended. Manual reduction under anesthesia 
followed by the application of a plaster-of-Paris cast 
to the back can be considered only in mild cases and 
those in which resistance is relatively slight because 
of paralysis of the iliopsoas. The technique of this 
treatment used in Lange’s clinic is described. 

Simple tenotomy has been abandoned because it 
does not prevent recurrence and disturbs the func- 
tion of the flexor of the hip. The subtrochanteric 
osteotomy introduced by Lange has the disadvan- 
tage of producing coxa vara. 

The most efficacious procedure is the subperiosteal 
separation of the spinal muscles with re-approxima- 
tion of the bony and cartilaginous parts by loose 
sutures, followec first by the application of a plaster- 
of-Paris cast for from four to six weeks and then by 
the application of a shell splint with a hip-joint 
extension and support for the pelvis to prevent 
deformity of the atrophied bone. The various luxa- 
tions and subluxations associated with failure of 
reduction can be overcome to some extent by infold- 
ing the capsule or subtrochanteric osteotomy. 

Srevers (Z). 


Krida, A.: The Operative Treatment of Knee-Joint 
Instability Following Crucial Ligament Injury. 
Internat. J. Med. & Surg., 1926, Xxxix, 179. 

It has been stated that reconstruction operations 
on the crucial ligaments necessitate a high degree of 
technical skill, are seldom completely satisfactory, 
and are fraught with danger. The author reports 
three cases and describes his operation which has 
given good results without complications and is not 
particularly difficult. It is of advantage also because 
it preserves the extensor apparatus of the knee and 
allows early joint mobilization. 

Injuries to the crucial ligaments usually result 
from severe trauma but may follow recurrent effu- 
sions, fractures in this region, or prolonged disuse. 
If the patient is young, the damage to joint stability 
may be compensated by the vicarious ability of the 
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quadriceps extensor muscle. This ability varies and 
in the adult is seldom sufficient. The symptoms 
resulting from injury of the crucial ligaments consist 
in hypermotility of the tibia on the femur, which is 
forward in the case of the anterior crucial and back- 
ward in the case of the posterior crucial. 

In the author’s modification of the Hey-Groves 
operation the knee is opened by a long anteromedial 
incision, the joint flexed, and the patella reflected 
laterally. A '4-in. hole is drilled through the lateral 
femoral condyle in and downward, to the posterior 
portion of the intercondylar space. A similar hole is 
made through the internal tibial tuberosity from 
below up and outward, to a point in front of the 
tibial spine. Then, through a long lateral thigh 
incision, a strip of fascia lata 1! in. wide is dissected 
off from above downward, the lower end being left 
attached. An opening is made through the vastus 
externus muscle, the fascia threaded through the 
femoral and tibial holes, the knee flexed to an angle 
of 20 degrees, and the fascia sutured to the tibia, the 
free end being reflected upward and fastened sub- 
periosteally to the internal condyle. ‘The limb is 
then placed in a Thomas splint flexed 20 degrees. 
After the fifth day contraction of the quadriceps 
extensor is encouraged. Massage is begun at the end 
of the second week, and joint movement soon there- 
after. Walking with a brace is allowed at the end 
of the fifth week. Cuester C. Guy, M.D. 


FRACTURES AND DISLOCATIONS 


Block, W.: The Behavior of Bone After Boring, 
Transfixing with Nails, and Wire Extension 
(Ueber das Verhalten des Knochens nach Bohren 
und Nageln und bei der Drahtextension). Arch. f. 
klin. Chir., 1925, CXXxvii, 315. , 

The author studied the changes occurring in bone 
after boring, transfixing with nails, and wire exten- 
sion in experiments on animals. The mechanical 
injury was very slight. The heat generated by the 
electrical boring device caused no necrosis but 
decreased the power of regeneration so that the for- 
mation of callus was decreased. 

Marked bone changes resulted only when the 
resulting canal became infected. Infection did not 
occur when the soft parts were protected from 
pressure and tension. Migration of the transfixing 
wire was not observed even when the bone had been 
subjected to the pressure from the wire for months. 
Osseous fistulae and sealing off of the marrow cavity 
with callus were not seen in any case. 

Von HorrMann (Z). 


Buxton, St. J. D., Fairbank, H. A. T., Mennell, J.. 
Slesinger, E. G., and Others: Discussion on 
the Treatment of Fractures of the Forearm, 
Excluding Fractures of the Olecranon and 
Those of the Lower End of the Radius of the 
Colles Type. Proc. Roy. Soc. Med., Lond., 1926, 
xix, Sect. Orthop., 17. 


Buxton believes that traction cannot be depended 
upon for the correction of fractures of both bones of 


the forearm with displacement. He uses it only 
when closed reduction has failed and operation is 
contra-indicated or there is an extensive compound 
fracture. Supination is the position of choice in the 
immobilization of fractures of both bones because it 
prevents rotatory displacement of the radius, pre- 
serves the radial convexity, separates the radius and 
ulna farthest, and is the optimum position for the 
recovery of function because the most important 
arm movements are from supination to pronation 
and after fixation the latter movement is more easily 
recovered than supination. 

In open operation attempts are first made to per- 
form a subperiosteal reduction of the radial frag- 
ments. If this cannot be done, the ulnar fragments 
are exposed through a second incision and brought 
into alignment and the radial fragments are brought 
into the correct position. Fractures of the ulna 
alone are not common and seldom require an an:es- 
thetic for their reduction. When fractures of the 
ulna are complicated by dislocation of the head of 
the radius, the reduction of the dislocation is of 
greater importance than the realignment of the ulna. 
Green-stick fractures which are difficult to reduce 
and associated with considerable deformity should 
be made complete fractures. As re-fracture is not 
uncommon even as long as cight weeks after the 
initial injury, the sling should be used for some time 
although splinting need not be continued for longer 
than four weeks. 

In fractures of the radius or the ulna alone, mas- 
sage is begun before the end of the first week. For 
this purpose the anterior half of the splint is re- 
moved. Finger movement is encouraged from the 
first. Wrist and elbow movement are begun before 
the end of the second week, and active movements 
before the end of the third. If the position is good, 
the splint is removed after four weeks in the case of 
a child and a little later in the case of an adult. The 
arm is then kept in a sling for three weeks. When 
both bones are broken, more care is necessary in 
movements, the splint is worn for seven weeks, and 
a sling is worn for two or three weeks longer. 

In cases of fracture of the head and neck of the 
radius, the arm is kept up in supination and flexion 
for two or three weeks and let down gradually. The 
usual complaints following these injuries are limita- 
tion of extension and weakness of the arm. 

In cases of fracture of the head of the radius, 
operation is indicated when there is a loose fragment. 
If the loose fragment is large, the whole head should 
be removed. If the greater part of the head is pre- 
served, the arm is usually stronger, but full move- 
ment is more likely to result if the entire head is 
removed. 

FAIRBANK does not believe that the full supination 
position is necessary in fractures of the lower fourth 
of the forearm. Cross union of the two bones occurs 
practically only in severe compound fractures. Open 
operation should be done as early as possible, espe- 
cially in the cases of children. There is no advantage 
in delaying it for several days. When open operation 
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is indicated and the fracture lines are oblique, plating 
of at least the radius is usually necessary. Marked 
displacement of the fractured radial head indicates 
open operation, but otherwise expectant treatment 
is advisable. 

MENNELL advised early removal of the fractured 
radial head if there seems to be no chance of a 
return of at least 60 degrees of pronation and 
supination. 

SLESINGER advised the application of malleable 
lead strips about the wrist to aid in correcting a 
limitation of extension. 

Piatt also believes that in the majority of cases 
of green-stick fracture the fracture should be made 
complete. 

PAGE stated that it requires from nine to eighteen 
months for an intramedullary beef bone peg !4 in. in 
diameter to become absorbed. 

Cuester C, Guy, M.D. 


Lance: The Palliative Treatment of Old Disloca- 
tions of the Hip (Le traitement palliatif des 
luxations congénitales inveterées de la hanche). 
Rev. d’orthop., 1925, XXxii, 557. 

Not all old congenital dislocations of the hip re- 
quire palliative treatment. Certain well-fixed types 
and even bilateral posterior dislocations cause lit- 
tle functional disability and are therefore better 
left untreated. In cases with pain, easily induced 
fatigue, a waddling gait, and forced adduction of the 
thighs due to insufficiency or complete loss of sup- 
poit of the hip, faulty position of the bony levers, 
displacement of the muscle insertions, and shorten- 
ing of the limb, treatment should be directed toward 
the correction of these defects. 

Open and closed methods of treatment have 
gradually replaced the older braces. According to 
the author, braces and physiotherapeutic measures 
are indicated only when more radical measures are 
impossible because of the patient’s age or associated 
constitutional disease or because the patient refuses 
to submit to them. 7 

Intracapsular operations, which carry a greater 
risk than extracapsular procedures and may aggra- 
vate the condition are not favored. For cases of 
anterior dislocation in which reduction is possible 
but not easily maintained, the author advises deep- 
ening the floor of the acetabulum and putting the 
limb up in the Lorenz first position of abduction. 
In cases of frank posterior or intervening disloca- 
tions that vield to the open or closed methods of 
reduction he fixes the head of the femur by means of 
a bone peg and immobilizes the limb in the position 
of abduction. Transplantation of the great tro- 
chanter to the shaft of the femur to place tension on 
the pyriformis, both obturators, the gemelli, and the 
quadratus femoris muscles will be found of value. 

In cases of posterior dislocation in which reduction 
is difficult or impossible, a low subtrochanteric 
osteotomy according to the method of Froelich or 
Schanz is considered the operation of choice and is 
preferable to the bifurcation osteotomy of Lorenz. 


INTERNATIONAL ABSTRACT OF SURGERY 


In all cases in which a strong support of the pelvis 
by the femur will be obtained and the limbs will 
differ in length, a longitudinal or oblique osteotomy 
may be done as a supplementaiy measure, but as a 
rule the patient prefeis to wea1 a raised shoe. 
AntHoNY F. Sava, M.D. 


Abbott, L. C.: The Treatment of Old Congenital 
Dislocation of the Hip, with Special Reference 
to the Use of Skeletal Traction Before Reduc- 
tion by Operation. Arch. Surg., 1926, xii, 983. 


In children over 7 years of age attempts at closed 
reduction of congenital dislocation of the hip are 
frequently unsuccessful, and in those over 10 years 
of age such reduction is exceedingly difficult or 
impossible. Open reduction is complicated by the 
difficulty of bringing the head of the femur down to 
the level of the acetabulum. Even if this is successful 
and bony ankylosis is accomplished by resection of 
the head and neck, the patient is left with a short- 
ened limb. 

In order to effect a reduction with replacement of 
the femoral head in such cases, the structural short- 
ening of the soft parts must first be overcome. The 
author discusses the use of skeletal traction for this 
purpose. After the skin has been drawn up on both 
sides of the thigh, a Steinman pin is driven through 
the femur 1 in. above the adductor tubercle. Trac- 
tion is obtained by pulley and weights, and counter 
traction is made on the ischium by the ring of a 
Thomas splint, the end of which is fastened to a 
horizontal bar at the foot of the bed. A stabilizing 
weight attached by overhead rope and pulleys to the 
ring is necessary. ‘The traction on the femur is about 
15 lb. at first and increased daily up to 30 or 4o lb. 
The position of the head is checked by daily meas- 
urements of the legs and occasional roentgenograms. 
The time required to bring the head to the level of 
the acetabulum varies, but is usually between four 
and five weeks. At the end of that time adhesive 
traction is substituted for skeletal traction for a few 
days or until the nail wound heals. Reduction by 
operation is then done, the Smith-Petersen approach 
to the joint being used. 

The pathological changes in the joint are usually 
evidenced by a shallow, broad, poorly defined 
acetabulum with the cavity full of fat and folds of 
capsule, a short anteverted femoral neck, coxa vara, 
a small, atrophic femoral head, and marked thickea- 
ing and distortion of the joint capsule. As the 
chance of preserving motion in the joint is slight, an 
arthrodesis operation is usually the procedure of 
choice. This is done by denuding the head and 
acetabulum of cartilage, securing apposition of the 
cancellous bone, and wedging bone grafts from the 
trochanter or the iliac crest into the space between 
the head and the superior acetabular ring. A plaster 
spica with the hip in 15 degrees of flexion, 15 degrees 
of abduction, and slight external rotation is then 
applied. The skin stitches are removed after ten 
days through a window in the cast. The cast is left 
on for at least four months. Weight-bearing is not 
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allowed until about six months after the operation, 
and then only with the use of a caliper splint. 

This method of reduction was successful in five 
cases which are reported. The best functional 
results were obtained in the cases in which complete 
bony ankylosis was produced. 

CueEsTER C. Guy, M.D. 


Kreuz, L.: The Relationship of the Capsule of the 
Hip Joint to Fracture of the Neck of the Femur: 
An Anatomicoroentgenological Study with Re- 
gard to the Determination of the Position and 
the Conservative Treatment of Fracture of the 
Neck of the Femur (Hueftgelenkskapsel und 
Schenkelhalsbruch: eine anatomisch-roentgenolo- 
gische Studie zur Lagebestimmung und konserva- 
tiven Behandlung der Schenkelhalsfraktur). Arch. f. 
klin. Chir., 1925, CXXXvii, 401. 

The author studied twenty-three specimens of the 
hip-joint capsule to determine the regions of its 
attachment which are of such great importance in 
the determination of the location and the prognosis 
of fractures of the neck of the femur. He found the 
extent of the areas of capsular attachment very 
variable, but all of the specimens showed an extraor- 
dinarily extensive zone on the anterior surface of 
the femoral neck and a superficial attachment on the 
posterior aspect. In these areas the attachment was 
not always solid throughout; frequently there were 
more or less extensive recesses which communicated 
with the inner portions of the joint proper. 

The variations mentioned increase the difficulty of 
determining the location of a fracture. If fractures 
are grouped as intercapsular and intracapsular, the 
latter are the more common. It is possible to make a 
positive roentgenological determination of the extra- 
capsular position of a fracture only when the form of 
the proximal fragment shows the presence of a dis- 
tinct pertrochanteric fracture line. 

From the viewpoint of treatment the author 
believes it is better to exclude the term “mixed 
fracture’? when the intracapsular variety is under 
consideration. Kocher’s classification should remain 
unchanged. 

By a study of fractures of the neck of the femur 
produced in cadavers, Kreuz attempted to explain 
certain points relative to reduction and retention in 
femoral fractures. Most of the more recent articles 
on the subject recommend Whitman’s position in 
which reduction is obtained by slightly flexing the 
leg and then abducting and rotating it markedly 
inward under traction. The author’s experiments in 
reduction showed the good effect of holding the limb 
in a position of abduction up to an angle of 45 
degrees. Kreuz warns against too great rotation 
inward. 

The last part of the article deals with the treat- 
ment of fracture of the neck of the femur at the 
Gocht Clinic, where the attempt is made first to 
induce bony union by conservative measures. 
Osteosynthesis is rejected. The limb is placed in a 
plaster cast for from six to eight weeks, and when this 
cast is removed, a made-to-measure railroad splint is 
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worn for a year. The cost of the splint is more than 
made up by the reduction in the time the patient 
must remain in the hospital. If consolidation of the 
fracture does not occur in spite of the use of the 
splint, an attempt is made to restore function by 
removing the head of the femur. Vortuarprt (Z). 


Ashhurst, A. P. C., and Crossan, E. T.: The Prog- 
nosis and Treatment of Fractures of the 
Femur: A Report of 111 Cases. Arch. Surg., 1926, 
xii, 453. ‘ 

This article is based on a series of 111 cases of 
fracture of the femur. Of the ninety-eight patients 
who survived their injuries, eighty-seven (89 per 
cent) were traced. 

Anatomical reposition of the fragments was 
secured in forty-four (50 per cent), and moderately 
accurate reduction in thirty-four (40 per cent) of the 
eight-seven patients traced. In only nine was the 
position of the fragments poor at the time of 
consolidation. 

Fifty-five patients (63 per cent) had no functional 
disability whatever; twenty-six (30 per cent) had 
moderately good functional results; and only six 
(7 per cent) were incapacitated. Of those who were 
incapacitated, three had a fracture through the neck 
of the femur and three a fracture through the tro- 
chanters. In none of the cases of fracture below the 
trochanters, through the shaft, or of the knee joint, 
was the functional result poor. 

Nearly 64 per cent of the patients returned to work 
in less than six months, and nearly 84 per cent 
returned to work in less than nine months. 

For fractures through the neck of the femur 
(intracapsular), the abduction cast introduced by 
Whitman is preferred. Nine of twelve traced pa- 
tients so treated obtained bony union. 

For fractures at the base of the neck and for com- 
minuted fractures through the trochanters, either 
the abduction cast is used or the patient is treated 
as for fracture of the shaft of the femur, depending 
upon the level of the fracture and the method which 
will best overcome the deformity. In all fractures 
near joints it is very important to secure accurate 
reduction. 

For fractures below the trochanters, fractures of 
the shaft, and most supracondylar and intercondylar 
fractures, Buck’s extension apparatus is employed 
with the patient’s leg resting on a sliding splint to 
overcome friction. Enough weight is used to over- 
come shortening. Coaptation splints are applied 
when necessary. For fractures not involving the 
function of the hip or knee joint it is considered 
sufficient, particularly in the cases of children, to 
secure only such a degree of reduction as will ensure 
the occurrence of union without shortening and 
without disabling deformity. Only when these de- 
siderata seem unattainable without it, is operative 
reduction employed. 

Operation was done in 9 per cent of the cases, 
and is performed less often in recent years than 
formerly. 
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BLOOD VESSELS 


Gurewic, N.: The Collateral Pulse and Its Sig- 
nificance in the Diagnosis of Injuries of the 
Large Arterial Trunks of the Extremities (Der 
kollaterale Puls und seine Bedeutung fuer die Diag- 
nose der Verletzungen grosser Arterienstaemme der 
Iextremitaeten). Verhandl. d. 16. russ. Chirurgen- 
kongr., Moscow, 1925, p. 224. 

To study the collateral pulse the author employed 
the oscillatory method introduced by von Reckling- 
hausen. ‘The apparatus necessary for this method he 
simplified and improved. 

In several hundred experiments performed on 
dogs, it was found that immediately after the divi- 
sion of a large arterial trunk the apparatus showed no 
response, there being no collateral pulse. The col- 
lateral pulse did not begin until after forty minutes. 
It then became increasingly more marked and dis- 
tinct during the first week. The pulse curve showed 
the form of uniformly rising and falling curves. At 
this time no pulse waves were palpable at the usual 
sites, a fact which led the author to conclude that the 
pulse curve is produced only by the collateral pulse. 
He therefore calls it the “primary collateral pulse.” 

On the twelfth day an indentation appeared in the 
initial portion of the described wave and at the same 
time a palpable pulse began at the usual sites. The 
indentation gradually assumed the distinct form of 
the systolic wave which wave became more and more 
distinct in the course of eight months, finally retain- 
ing its form apparently permanently (observation 
period two years). 


As the palpable pulse always returned with the 


systolic wave, the author assumed that the periph- 
eral portion of the divided arterial trunk, which again 
contained blood as the result of the collateral circu- 
lation, also took part in the formation of this curve. 
He therefore calls this pulse the “secondary collat- 
eral pulse.” 

Immediately after the division of the blood vessel 
the blood pressure fell from 20 to 30 mm. and then 
rose again to normal in the course of a weck. 

In the cases of four patients in whom the femoral 
artery was divided as the result of a gunshot injury, 
the findings were the same, but the development of 
the collateral circulation took longer. The primary 
waves did not appear until after eighteen hours and 
the secondary pulse until after forty-one days. The 
blood pressure fell from 30 to 35 mm. and returned 
to normal after a week. 

By a number of examples the author shows how 
the findings of this test may be of practical value in 
revealing the condition of the blood vessels after 
injury or suture, in aneurismal varix, and in spon- 
taneous gangrene. ‘The presence of the primary col- 
lateral pulse always indicates that the arterial trunk 


is not patent, a finding of the greatest importance as 
regards the prognosis, especially in spontaneous 
gangrene. Hotst (Z). 


Wiedhopf, O.: Experimental Investigations with 
Regard to Circulatory Disturbances in Em- 
bolism of the Aorta Below the Origin of the 
Inferior Mesenteric Artery ([xperimentelle Un- 
tersuchungen ueber Kreislaufsstoerungen bei der 
Iembolie der Aorta unterhalb des Abgangs der 
Arteria mesenterica inf.). Beitr. s. klin. Chir., 1925, 
CXXXV, I. 

In nineteen curarized dogs, with artificial respira- 
tion, the aorta was incised between two Hoepfner 
clamps, below the origin of the inferior mesenteric 
artery and from 2 to 3 cm. above the bifurcation, an 
embolus of muscle tissue was introduced, and the 
incision then closed. 

The clamping of the aorta always caused a rise in 
the blood pressure of from 20 to 30 mm. Hg in the 
carotids, which persisted for several minutes. (When 
the inferior vena cava was clamped, the blood pres- 
sure fell.) In the femoral arteries there was an 
immediate drop in the pressure of from to to 30 mm. 
Hg, no pulse pressure, and no fluctuations (recurrent 
haemorrhages from segmental lumbar vessels). 

There is no question as to the establishment of a 
collateral circulation within a few minutes (Sonnen- 
burg). The effect of an arterial embolus on the circu- 
lation and blood pressure is identical with that of 
occlusion of the aorta from without. Reflex phenom- 
ena arising from the intima of the aorta were ex- 
cluded by control experiments in which the nerve 
impulses were interrupted by injecting the aorta 
with novocain. Neither did severance of the vaso- 
sympathetic have any influence on the rise of the 
blood pressure. Peripheral reflexes from anaemic 
regions in the lower extremities were excluded in 
control experiments by anwsthetizing the nerve 
supply of the legs. This does not mean, however, 
that nervous phenomena play no rdle at all. 

If an embolus remains within the vessel for several 
hours there is a rise in the blood pressure to one-third 
or more above the normal and the pulse rate is 
increased. Marked circulatory disturbances set in, 
and after twenty hours death occurs from cardiac 
failure. In the experiments reported the pressure in 
the femoral artery was not materially increased 
seventeen hours after the introduction of the em- 
bolus (8 mm., without fluctuation). After the re- 
moval of the embolus the blood pressure dropped 
and the pulse became slower; in the femoral artery 
the pressure reached one-half that in the carotid 
artery. 

The author discusses the cause of the late but 
definite increase in the blood pressure (collection of 
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the blood in the splanchnic vessels, a toxic action of 
the undernourished vessels). 

With regard to the application of these findings to 
clinical cases, Wiedhopf concludes that in arterial 
embolism an operation should be performed as soon 
as possible. To prevent the fall in the blood pressure 
which always occurs after embolectomy, he recom- 
mends the intravenous administration of small doses 
of suprarenin. Jeun (Z). 


BLOOD; TRANSFUSION 


Faber, K.: The Intestinal Origin of Pernicious 
Anemia. Ann. Clin. Med., 1926, iv, 788. 


In reviewing the older theories advanced as to the 
etiology of pernicious anemia, Faber points out that 
starvation and intestinal atrophy do not explain the 
condition since starvation may be continued until 
death without causing anamia and the intestinal 
atrophy found at autopsy has been proved to be 
intimately associated with postmortem changes. 
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In support of an intestinal origin of pernicious 
anemia is the fact that the typical blood changes 
may be brought about by the bothriocephalus latus. 
It is evident, however, that constitutional suscepti- 
bility to the toxin must play a réle since in Finland, 
where from ro to 20 per cent of the people harbor the 
parasite, the incidence of pernicious anemia is low. 
Another fact suggesting an intestinal origin of per- 
nicious anemia is its development in certain cases of 
stricture of the small intestine and sprue. 

The finding which the author regards as most 
important is achylia gastrica. ‘This condition may 
precede the onset of pernicious anwmia by as long as 
fourteen years. Because of the achylia, disinfection 
in the stomach is deficient, and, as a result, the 
duodenum and jejunum, the portions of the intes- 
tines in which absorption is greatest, become con- 
verted into a fairly fertile field for bacterial flora. In 
support of this theory is the fact that the blood 
changes of pernicious anaemia have been observed 
after gastric resections. © Anrnony FI’. Sava, M.D. 








SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Frey, S.: Testing of the Function of the Heart in 
Surgery (Die Pruefung der Herzfunktion im Dienste 
der Chirurgie). Arch. f. klin. Chir., 1925, Cxxxviii, 
358. 

Of the three grades of functional condition of the 
heart muscle—optimal function, latent insufficiency, 
and manifest insufliciency-—only the last can be 
determined by the usual clinical examination. The 
author was the first to apply to surgical cases the 
heart function test suggested by Kauffmann on 
the basis of investigations by Eppinger and others. 

Cardiac insufficiency causes a disturbance of the 
metabolism of the peripheral tissues which is mani- 
fested by adema. The degree of the insufficiency 
determines whether the oedema is manifest or latent. 
Latent ocdema can be demonstrated by the Kauff- 
mann diuresis test. 

In spite of countless experiments and the solving 
of many problems, it has not yet been possible to 
obtain a satisfactory functional test of the heart from 
determinations of the pulse and blood pressure before 
and after exertion and of the effect of pressure on the 
vagus nerve, from capillary microscopy and meas- 
urement of venous pressure, from orthodiagraphic 
and electro-cardiographic studies, or from the deter- 
mination of the pulse volume by plethysmography 
and sphygmobolometry. The author’s investiga- 
tions, however, indicate that the Kauffmann 
diuresis test is a simple and dependable method for 
the biological testing of cardiac function. 

Frey discusses the optimal function, latent insuffi- 
ciency of the heart muscle, and the effect of stimu- 
lants on the latently or frankly insufficient heart 
muscle. The Kauffmann procedure is of value in the 
consideration of thei ndications for operation and 
the type of operation adapted to the patient’s resist- 
ance. The technique is as follows: 

The patient, at rest in bed and in the horizontal 
position, is given every hour from 7 to 11 A.M., 150 
c. cm. of fluid by mouth and instructed to urinate 
hourly. At 11 A.M., he is placed in the Quincke 
position by raising the foot of the bed 25 cm. by 
means of blocks, and the administration of water and 
collection of urine every hour are continued until 
1 p.M. The hourly portions of urine are then meas- 
ured and their specific gravity is determined. By 
comparing the amounts of urine secreted in the sec- 
ond period with those secreted in the first period it 
is determined whether the Quincke position caused 
an increase in the secretion of urine. During the 
test the only food given is bread and butter. 

In the case of normal persons and those with 
marked cardiac oedema there is no increase in the 


amount of urine secreted when the foot of the bed is 
raised. Cardiopaths with slight manifest oedema 
show an increase unless they were in the stage of 
cardiac polyuria when the test was begun. Cardio- 
paths with latent oedema also show an increase. 

Not only cardiopaths but also nephropaths with 
low-grade manifest and latent oedema, persons with 
inflammatory oedema, and those with oedema of 
varices react to the Quincke position with an 
increase in the quantity of urine. Therefore the 
diuresis test permits the detection of latent oedema 
of any etiology (Kauffmann). 

An explanation of this finding, which suggests a 
close etiological relationship between all types of 
oedema, will not be possible until further progress 
has been made in the solution of the general problem 
of oedema, but this fact does not lessen the practical 
value of the method as a test of cardiac function. 

The author has been able to confirm Kauffmann’s 
findings and also the old clinical observation that 
persons with asthenia, vagotonia, faint heart tones, 
arrhythmia,, chronic bronchitis, or emphysema 
usually have a weakened heart muscle. Latent 
insufficiency is found frequently also in persons who 
are very fat, in those with idiopathic hypertrophy of 
the heart, those with toxic injury of the heart 
(nicotine, alcohol), and those with organic angina 
pictoris. On the other hand, advanced age and high 
blood pressure are not always associated with latent 
cardiac insufficiency. 

To determine the reserve power of the heart the 
patient is examined both in the condition of rest and 
also after physical exertion. ‘The author believes 
that he is now able to estimate with much greater 
certainty than formerly the patient’s ability to 
withstand a definite surgical procedure. 

In the discussion of the paper, ISREAL spoke of 
testing the blood supply of a part of the body by 
varying the patient’s position in order to determine 
the efficiency of the peripheral circulation. 

SAUERBRUCH expressed doubt as to the value of 
the Kauffmann test as a test of cardiac function, 
stating that in his opinion it was adapted primarily 
to testing the function of the kidney and in only less 
degree to testing cardiac function. He stated also 
that a large percentage of postoperative cardiac dis- 
turbances are due to the right half of the heart and 
that these would not be demonstrated by the test. 

Frey called attention to the fact that of the 
numerous factors governing the output of urine, only 
the work of the heart is affected by a change in the 
position of the body and that therefore the Kauff- 
mann procedure would indicate the function of the 
heart rather than that of the kidney. He emphasized 
also that the heart is a functional unit which cannot 
be divided into right and left halves. Scumipr (G). 
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Davis, J. S., and Traut, H. F.: A Method of Obtain- 
ing Greater Relaxation with Whole-Thickness 
Skin Grafts. Surg., Gynec. & Obst., 1926, xlii, 710. 

In cases of marked scar contracture in which 
complete excision is impossible or the neighboring 
tissues cannot be utilized for pedunculated flaps, 
the authors employ their method of whole-thickness 
grafting after excising part of the scar and under- 
mining the surrounding edges. The skin graft is 
large enough to cover the excised defect and the 
undercut portion as well. Suturing is done in such 

a manner that the edges of the graft are drawn 

under the undercut edges to the limit of the recess 

and are held snugly. The result is a margin with an 
epithelial surface overlying the graft for the dis- 
tance of the undercut. When one layer of skin 
overlaps another the tendency of the epithelium 
during the process of healing is to extend from 
both epithelial edges to cover the adjacent un- 
epithelialized areas. ‘The first result is somewhat 
unsightly, but in a month or two, aided by mas- 
sage and scar tension, the margin flattens out and 
becomes smooth. Joun J. Matonry, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Von Angerer, C., Pauli, W. E., and Von Redwitz, E.: 
The Effect of Cathode Rays on Bacteria in 
Vitro and in Fresh Wounds (Ueber die K[in- 
wirkung der Kathodenstrahlen auf Bakterien in 
vitro und in frischen Wunden). Deutsche Ztschr. f. 
Chir., 1925, Cxcili, 330. 


Because of the great absorption of the cathode 
rays, the relative resistance of the connective tissue 


cells to these rays, and the already established bac- 
tericidal effect of the rays, the authors attempted to 
determine how far it is possible to influence super- 
ficial infections by cathode-ray irradiation. 

Following a detailed description of the apparatus 
and the methods of measurement used, they report 
first upon experiments in which bacteria and spores 
were irradiated in vitro. With the use of a still very 
imperfect apparatus which allowed the production of 
only very soft rays, cultures of bacillus coli and sta- 
phylococci were killed in from half a second to 
twenty seconds at a distance of 30 cm. In investiga- 
tions with drops of pus it was found that the lethal 
effect of the rays penetrated only to a depth of o.1 
mm. ‘Trypanosomes also were killed by the irra- 
diation. 

Investigations of the effects of irradiation on 
artificially infected wounds soon after the bacterial 
invasion also demonstrated destruction of the infect- 
ing organism (staphylococci, streptococci, trypano- 
somes). However, it is still unknown whether this 
disinfecting action of the cathode rays will occur 
after a longer interval. Neither is it known how the 
irradiation affects the defensive and healing proc- 
esses in the wound. 

In conclusion the authors state that further inves- 
tigations along this line, if possible with better 
apparatus, are encouraged by the results of irradi- 
ation of corneal ulcer reported by Pauli and Passow 
and by the demonstration by Pauli and Hartmann 
of the relative resistance of the connective tissue 
cells to the cathode rays. They express the hope that 
the use of the cathode rays may become of practical 
value in the treatment of wounds. 

Von Repwirz (Z). 








PHYSICOCHEMICAL METHODS IN SURGERY 


MISCELLANEOUS 


Sonne, C.: Physiological and Therapeutic Effects 
of Artificial Light (Physiologische und _ the- 
rapeutische Wirkungen des kuenstlichen Lichts). 
Strahlentherapic, 1925, xv, 529; Paris méd., 1925, 
XV, 529. 

The author first defines the term “‘light therapy.” 
The effective principles of light therapy are not only 
the visible light rays but also the invisible ultra- 
violet rays. Treatment with the ultrared rays is only 
a form of heat treatment. With the exception of two 
doubtlessly specific effects of light, viz., the killing of 
bacteria and the production of an erythema, we 
know very little regarding the mechanism of the 
effect of light in treatment. 

Definite therapeutic results are obtained from the 
use of artificial light in rickets and tetany. Also in 
certain forms of tuberculosis, especially the so-called 
surgical tuberculosis, light has a healing influence. 
In the various neurasthenic conditions, light treat- 
ment has only a psychic effect. A favorable influence 
of light on gouty arthritis and diabetes has not yet 
been established with certainty. Rickets is affected 
by much weaker irradiation than surgical tubercu- 
losis. We know with certainty that in rickets the 
ultraviolet rays are the most effective. With regard 
to tuberculosis we do not as yet know with certainty 
which rays are the most effective or whether a com- 
bination of the visible rays and the ultraviolet rays 
is best. 

In rickets, light treatment causes an increase in the 
inorganic phosphorus in the serum. By a series of 
mineral metabolism experiments on rats, the author 
and his assistant, Schultzer, proved that the 
increase in the phosphorus in the body in cases of 
rickets treated with light is due to an increase in the 
absorption of phosphorus from the intestine and 
does not occur in either rickets or other conditions 
when this fraction is decreased. The same holds true 
for calcium. 

Cod liver oil given by mouth acts similarly to 
light in increasing the ability of the organism or 
intestine to use the phosphorus or calcium content 
of the food. Even raying of the food to be given 
may be sufficient to cure rickets. Oil which before 
irradiation had no effect on rickets caused blackening 
of a photographic plate after it was irradiated, while 
oil that was not exposed to the rays had no such 
effect. In the author’s opinion, this effect on the 
photographic plate is due to the formation of super- 
oxides or perhaps split products of lipiodol or related 
substances. After exposure to the ultraviolet rays, 
the bacteridical power of the serum is temporarily 
increased. 


With regard to the effect of artificial light on 
tuberculosis, the research carried out at the Finsen 
Institute shows that the mercury vapor lamp which 
gives off the greatest number of ultraviolet rays is 
not the most effective, whereas the carbon-filament 
lamp which gives off much fewer ultraviolet rays and 
many more visible rays has a more favorable effect. 
The heat rays, the visible light rays, go through the 
relatively clear superficial skin cells and give off 
their warmth to the deeper lying blood currents 
where the pigment absorbs the light energy and 
transforms it into heat. 

The author concludes his article with a review of 
the methods of light therapy used at the Finsen 
Institute at Copenhagen. The technique of local 
light treatments as well as of general treatment with 
the carbon light lamp is discussed briefly. 

SCHUMACHER (G). 


Reyn, A.: The Value of Concentrated Arc-Light 
Treatment in Cases of Roentgen and Radium 
Lesions of the Skin. Radiology, 1926, vi, 457. 


The author has found the use of concentrated 
carbon arc light (Finsen treatment) of great value in 
roentgen ulcerations, roentgen atrophy, and other 
morbid cutaneous changes resulting from exposure 
to the roentgen rays. He describes the technique 
in detail. 

In contrast to concentrated carbon arc light, 
mercury light sometimes has a decidedly harmful 
effect. . 

Reyn believes that the results of carbon arc light 
treatment are permanent because in a number of the 
cases in which this light was used the skin still 
remains smooth, soft, elastic, and well nourished 
after a number of years. 

LLEWELLYN R. Lewis, M.D. 


Moppett, W.: The Lethal Effect of Ultraviolet 
Light on Normal and Malignant Tissues 
Grown in Vitro. Lancet, 1926, ccx, 907. 

In studies of the effect of ultraviolet light on 
normal and malignant cells grown in vitro the author 
found a difference in the resistance of the various 
cells. 

The kidney is the most sensitive and the heart 
next most sensitive, while the cells of the spleen 
which may be regarded as comparatively undiffer- 
entiated, require a lethal dose approaching that for 
sarcoma. 

Malignant tissues are definitely more resistant 
to ultraviolet light than normal tissues grown in 
vitro in the manner described. 

LLEWELLYN R. Lewis, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Elsner, H.: The Treatment of Inoperable Carci- 
noma with the Blood Serum of Young Persons 
(Zur Behandlung des inoperablen Carcinoms mit 
dem Blutserum Jugendlicher). Med. Klin., 1925, 
Xxi, 1726. 


The author has recently described (Deutsche med. 
Wchnschr., 1925, No. 15) two methods of serum 
treatment for carcinoma which can be easily carried 
out in general practice: (1) the use of the patient’s 
own serum, and (2) the use of the serum of other 
patients who have similarly located carcinomata but 
whose general condition is still good. The serum is 
put up in 2-c.cm. ampoules, and injections are given 
twice daily. Because of the resulting rapid improve- 
ment, this simple procedure is recommended for 
cases of inoperable carcinoma. 

A third method is the administration of the blood 
serum of young persons. This treatment is based on 
the theory that, particularly in carcinoma of ad- 
vanced age (that is, nearly all carcinomata of the 
gastro-intestinal tract and the internal organs at 
advanced age), the most important factor in the 
disposition to cancer is an involutional degeneration 
of the internal secretions and that the blood of the 
healthy young organism will supply hormones in the 
best concentration to retard the development of the 
carcinoma. The defective hormonal activity in cases 
of cancer can be overcome, however, only by con- 
tinuing the injections of the serum for weeks or 
months. It is probable that non-specific protein 
bodies also participate in the reaction. 

As a rule there is no local reaction following the 
injections, but a general reaction manifested by a 
slight elevation in the temperature often occurs. The 
effect of the treatment is shown by improvement in 
the general condition, a gain in weight, and main- 
tenance for some time of the ability to work. Large 
doses of calcium are also given and measures to 
induce sweating are used to stimulate the metabo- 
lism. Under this treatment all subjective symptoms 
often cease very quickly. TOELKEN (Z). 


Blair Bell, W.: The Treatment of Malignant 
Disease with Lead. Lancet, 1926, ccx, 537. 


So far, the treatment of malignant disease with 
lead has been largely experimental and tentative. 
The results have been variable and the failures and 
misfortunes numerous. The author emphasizes that 
the time is not yet ripe for general employment of 
the treatment because a vast amount of experi- 
mental and therapeutic work still remains to be done 
along this line. He believes that the colloidal form of 
lead will doubtless be improved for intravenous 


injection. From his experience he draws the follow- 
ing conclusions: 

1. Much work remains to be done with regard to 
a more therapeutically active preparation of lead 
which, at the same time, will be less generally toxic. 

2. It is probable that all types of malignant 
growths may be influenced beneficially by lead, 
provided the metal can reach the malignant cells in 
sufficient quantity. 

3. Under certain circumstances, adjuvant sur- 
gical and radiological measures may be employed. 
When the growth has been partially or apparently 
totally removed, intravenous injections of lead 
should be given if possible within a few days after 
the operation. 

4. The method of treatment is difficult and to 
some extent dangerous, and can be employed safely 
only by those who are thoroughly experienced in the 
work and have the proper laboratory facilities. 

Car R. STEINKE, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Haden, R.L.: Elective Localization of Streptococci. 
South. M. J., 1926, xix, 253. 


It has long been known that certain bacteria pro- 
duce characteristically specific pathological and 
clinical types of disease. Rosenow observed ten 
years ago that the organisms concerned in chronic 
infection, principally streptococci, tend also to have 
a most striking affinity for the organs or tissue from 
which they are isolated and that streptococci freshly 
isolated from infected tissues and from foci of infec- 
tion in patients suffering from rheumatic fever, ulcer 
of the stomach, myositis, endocarditis, epidemic 
parotitis, and numerous other diseases tend to repro- 
duce in animals the lesion from which the patient 
suffers. 

Recent work on erysipelas and scarlet fever shows 
definitely that these diseases are due to specific 
organisms belonging to the hemolytic streptococcus 
group, a fact which is strong evidence in support of 
Rosenow’s theory of selective affinity. 

The failure of a large number of investigators to 
demonstrate elective localization and verify Rose- 
now’s findings is due largely to disregard of certain 
fundamental and necessary technical details. In 
culturing bacteria previous to inoculation it is nec- 
essary to have a gradient oxygen tension and to use 
media favorable for the growth of the organisms. 
Failure to observe these principles destroys speci- 
ficity. It is important also to inject the culture soon 
after the removal of the infected material. 

The author was able to verify Rosenow’s findings 
by paying careful attention to such details. All 
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cultures were made in glucose brain broth and agar, 
as these media are almost specific for the non- 
hamolytic streptococcus and provide every degree of 
oxygen tension. 

Four groups of cases are reported in which a 
striking tendency to elective localization was 
demonstrated. Cyrit J. Graspet, M.D. 


EXPERIMENTAL SURGERY 


Ascher, K. W.: The Significance of Specific Organ 
Immunity to Transplantation. (Zur Frage der 
Bedeutung der organspezifischen Immunitaet fuer 
die Transplantation). Ztschr. f. Immunitaetsforsch. 
u. exper. Therap., 1925, xliv, 245. 

From his investigations on the importance of 
specific organ immunity in transplantation the 
author draws the following conclusions: 

1. In homoplasty the presence of organ-specific 
antibodies in the organism of the donor greatly 
decreases the chances of success. 

2. Even partial death of the cells of the trans- 
plant, such as occurs in every transplantation, leads 
to the formation of specific antibodies which exert an 
unfavorable effect on the viable portion of the 
transplant. 


INTERNATIONAL ABSTRACT OF SURGERY 


3. After re-establishment of the normal condition 
of nutrition in the transplant, the cells of the latter 
exert a counter-effect against the harmful antibodies, 
which gradually disappear from the body fluids 
after the absorption of the transplant has ceased. 

4. The success or failure of the transplantation 
depends upon the intensity of antibody formation 
and the rapidity with which a normal condition of 
nutrition is re-established in the transplant. 

5. In transplantations on rabbits a successful 
result depends upon the biochemical character of the 
blood of the recipient as well as that of the blood of 
the donor of the transplant. The best results in the 
sense of taking of the transplant are obtained in 
cases of transplantation in the same biochemical 
group, and the poorest results in cases of transplan- 
tation in different biochemical groups. 

6. It is most important that the transplanted 
cells be well nourished in order that they may resist 
the harmful effects of the antibodies of the body. 

7. In every case of homologous transplantation in 
man a preliminary examination of the blood should 
be made for the presence of specific antibodies to the 
organ transplanted and to determine the biochem- 
ical character of the blood as is done in transfusions. 

Meyer (Z). 
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